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Anne C. Ronan #006041

ARIZONA. CENTER FOR DISABILITY LAW
3839 North 3rd Street, Suite 209

Phoenix, Arizona 85012 -

(602) 274-6287

Steven J. Schwartz

Cathy E. Costanzo

F OUNDATION FOR JUSTICE
28 Green Street

Northampton, MA. 01060
(413) 584 6838

Attorneys for Plaintiffs

IN THE SUPERIOR COURT OF THE STATE OF ARIZONA
IN AND FOR THE COUNTY OF MARICOPA

CHARLES ARNOLD, PUBLIC r‘IDUCIARY )

et al T
. Plamtlffs, ) Maricopa Cou nty
’ ) No. C-43 355
. L
ARIZONA DEPARTMENT OF HEALTH ) ORDER ADOPTING
SERVICES, ARIZONA STATE HOSPITAL, ) STRATEGIC PLAN FOR
and MARICOPA COUNTY BOARD OF ) DUAL DIAGNOSIS
SUPERVISORS, ) L
) (Assigned to the Honorable
Defendanis. g Bernard J. Dougherty)

The Court has reviewed the Joint Stipulation to Approve Strategic Plan for Dual
Diagnosis signed by the Plaintiffs and the state Defendants, and

ORDERS THAT:

The Strategic Plan for Dual Diagnosis is approved and made a p’art of the

Supplemental Agresment dated December 22, 1998.

- Hon. Bernard J. Dougherty
~ Maricopa County Superior Court




COPY of the foregoing
“hand-delivered this _/7 7+
day of _~June 1999 , to

The Honorable Berpard J. Dougherty
genor Court of Maricopa County
West Jefferson, Suite 8-B

/ Phoenix, Arizona 85003

COPY of the foregoing
mailed this I7~M day of
June .19 99, to:

Matthew J. Devlin

Kevin Ray

Office of the Attorney General
1275 West Washington
Phoemx Arizona 85007

Atrorneys for State Defendants

Louis Gorman

Deputy County Attorney

Ofﬁce of the Maricopa County Artorney
301 West Jefferson, Sth Floor

Phoenix, Arizona 85004

Michael S. Rubin
Gary L. Birnbaum
Mariscal, Weeks, McIntyre
& Fnedlander P.A.
2901 N. Central Ave., Suite 200
Phoenix, Arizona 8501’)

Attorneys for County Defendants

Linda L. Glenn

Office of the Monitor
2509 East Fillmore
Phoenix, Arizona 85008
Monitor

Charles L. Arnold
Arnold and Polk, P.C.
1221 E. Osborne

Suite 201

Phoenix, Arizona 85014
Attorney for the Monitor
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. ARIZONA DEPARTMENT OF BEALTH SERVICES
Division of Behavioral Health Services
ValueOptions
DUAL DIAGNOSIS INTEGRATION PLAN

INTRODUCTION

Like many other states, Arizona is nOW ready to confront the reality that the majority of recipients
of behavioral health services suffer from both substance abuse and mental health disorders.
According to the Epidemiological Catchment Area Studies of 1980 and 1984, the presence of
mental disorder triples the risk of 2 co-occurring substance abuse, and the presence of substance
abuse quadruples the risk of mental disorder. Yet, our fraining, funding sources, laws, and
practices all support a system that treats mental illness and substance abuse as almost mutually

-exclusive conditions. Most treatment programs arc staffed by clinicians who have been taught to

serve either substance abusers or mentally disordered individuals; state laws for the definition of
«mental disorder” and for involuntary treatment sharply distinguish between substance abuse and

other behavioral health disorders; and both state and federal funding streams are both separately
targeted for either mental or substance abuse disorders.

Through this initiative, ADHES/DBHS plans to investigate best practices, identify and remove

barriers, and provide incentives for providers to integrate mental hezlth and substance abuse
treatment to better serve individuals with co-occurring disorders. :
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DUAL DIAGNOSIS INTEGRATION PLAN

INTERNAL/EXTERNAL ASSESSMENT

STRENGTHS

Substance abuse and mental health programs
are under a single State administatior;

Providers are interested in integrating
substance abuse and mental health treatment;

ADHS/DBHS program staff are ,
knowledgeable and dedicated to the principles
of services integration. ’

WEAKINESSES

Education of provider staff excludes
significant information on either substance
abuse or mental health treatment; lack of
cross -training opportunities.

Mental Health and Substance Abuse
treatment staff have differing outcome
expectations; '

Funding sources do not encourage servicss
integration.

OPPORTUNITIES

The Service Gap analysis will provide
objective data on nesded services:

The TOPPS 1I and Dual Diagnosis Integration
Grants are both aligned to the goals of this
plan.

THREATS

Resources may not be adequate to implement
best practices across all populations and
*Geographic Service Areas;

The time frames required by the grants &
lawsuit, and successful community servics
development may be ncompatible.

1~
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DUAL DIAGNOSIS INTEGRATION PLAN.

1.  Proposed Treatment Model'

The ADHS/DBHS Integrated Tr /
illness and substance abuse disorders will consist of the following key features:

catment Model for class members with co-occurring mental

Simultaneous treatment of both disorders by the same person, team or
organization; single locus of control;

The integrated treatment modality is present in all components of a continuum of
care (inpatient settings, acute residential, therapeutic communities, club houses
drop in centers, peer and family support groups, supported housing, and

vocational services);

(WS

Focus on engagement and motivational aspects of treatment;

Psychopharmacological interventions and modification of pharmacological
approaches whern necessary,

Assertive outreach, Intensive case management and relapse. management;

Education of individuals and their families;

Group interventions, peer support and self-help groups, using adjusted outcome
expectations;

~ Goals of the treatment are conceived in stages: acute stabilization, engagement
- 7

prolonged stabilization, rehabilitation and recovery.

I1. Objectives and Action Steps

1 ' ~ et . o
'Drake, R.E. Rosenberg, S.D. and Mueser, K.T. (1996). Assessing substance use disorder in persons with

severs men

tal illness. In R.E. Drake and K.T. Mueser (Eds.), Dual diagnosis of maior meantal illness and substancs

abuse. Vol. 2: Recent and Clinical Implications (pp. 3-17). San Francisco: Jossey-Bass.

Minkoff, K. (1989). "Develooment of an intearated Model for the Treatment of Patients with Duai Diagnosis of

Psvchosis and Addition.” Hospital and Community Psychiarry, 20 (10). 1031-1036.

Minkofs, K.. & Drake. R.E. (1991). Conclusion. n K. Minkoff, & R.E. Drake (Eds), Dual diagnosis of maior mental
iliness and substancs abuse disorder (pp. 107-108). San Francisco, CA: Josseyv-Bass, Inc.
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" DUAL DIAGNOSIS INTEGRATION PLAN

Objective 1. Clarify funding and eligibility requirements

RBHAs and providers and believe they cannot spend “SMI” money on substance abuse
services. This is a barrier to development and provision of needed services.

Action By Whom By When

Conduct internal ADHS/DBHS | Mike Priniski, Christy Dye, Michael 3/7/99
meeting to clarify fund source ' Franczak, Valinda Mores, Aimes

assignment requirements; Schwartz, Ann Froio, Caro

Smallwood :

Eliminate/revise section on | ADHS/DBHS Policy Work Group "6/15/99
_program enrollment in the (Teresa Robbens and Carol

ADHS/DBHS enrollment and Smallwood, co-chairs)

eligibility policies; make

available for public comment;

Research limitations by fund Mike Priniski . 2/28/99
source;

Draft and circulate program Aimee Schwartz, Christy Dye, Mike 5/1/99
policy clarifying what funds can Franczak, Mike Priniski, Theresa

be spent on substance abuses Robbens

services.

\
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DUAL DIAGNOSIS INTEGRATION PLAN

Objective 2. Develop expert consensus model for integrated treatment.
See Attachment1

for delivery of integrated {reatment for co-occurring disorders

Although there is consensus in the literature, there is no locally accepted program model

Action ‘ By Whom

By When

a.  Convene an advisory group of Christy Dye and Michae! Franczak

1/15/99

V|

key stakeholders;
b, Conduct an initial knowledge | Kenneth Minkoff, M.D. | 2110099- |
exchange session with local and | Joel Dvoskin, Ph.D. 9/30/99 ¢
_national experts to identify ‘Robert Drake, M.D
exemplary practices; See Attachment 3
c.  Identify expected outcomes and Advisory Group 3/1/99- 1
corresponding local model; 9/30/99 .
d.  Identify barriers to implementing Advisory Group 2/10/99-" | 4
integrated treatment; Policy, 7/1/99 .
funding, clinical practice,
screening/assessment and
PA/UR;
e.  Developplanto overcome Advisory Group:
barriers, implement and test A) Barriers 9/30/99
model. B) Implement 1/1/2000




( DUAL DIAGNOSIS INTEGRATION PLAN

Objective 3. Evaluate service need and system capacity.

. Action By Whom By When
Estimate number of class HSRI:
members with co-occurring A) Gap analysis 8/1//99
disorders;
Based on above model and HSRI:
existing capacity, estimate = of A) Capacity analysis 5/15/99
new services/providers to be - :
developed. B_)Estimarion model 7/2000

Objective 4. Increase number of agencies contracted to work with this population

. Action By Whom By When
4 - 2
- Recruit new providers ValueOptions 10/1/99-
2/1/2000
Develop capacity within existing ValueOptions 7/1/99-

providers 7/1/2000
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Objective 5. Develop outcome measures and performance incentives.
See Attachment 2 ‘

Need

Navvoh it

Action By Whom By When

a.  Develop/publish initial DBHS Ann Froio 11/1/98 /
performance measures set for ’ _ ,
mental health '

a.  Convene treatment outcome and | Christy Dye 1/28/99 :
performance measure Consensus v
panel;

b. Identify measures of outcome, . Christy Dye, Consensus Panel, TOPPS | 1/28/99-

.case mix adjustments ar;d data Research _Team 6/30/99 '
collection points;

(1)  Assess need for 1/28/99- |~
specialized substance 6/30/99 Y
use, abuse, dependence
measures

) Coordinate core measures 4/13/99 v/
set with National TOPPS : .
Advisory Panel;

(1) + Implement revised 8/1/99
TOPPS follow-up survey
instrument.
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DUAL DIAGNOSIS INTEGRATION PLAN

Identify measures of system
performance, case mix

adjustments and data collection
~ sources;

(L) coordinate core measures
set with National TOPPS
Advisory Panel;

2 design query structure for
MIS monitoring of
system indicators;

3) recommendations for

ALFA collection time
frames;

Christy Dye, Consensus Panel, TOPPS
Resea.rcl} Team

1/28/99-

9/30/99

4/15/99

2/1/99-
7/1/99

771799

Develop baseline indicator data;

(1) “Norm” MIS indicators
quarterly;

@ Field launch of 2-year
patient follow-up survey;

Christy Dye, Consensus Panel, TOPPS
Research Team

7/1/99-
5/1/2001

7/1/99-
5/1/2001

6/1/2000

Finalize indicator set with
recommendations from
Consensus Panel ’

Christy Dye, Consensus Panel, TOPPS
Research Team

6/15/2001




DUAL DIAGNOSIS INTEGRATION PLAN

Assistance

Objective 6. Evaluate ADHS/DBHS Professional Capacity and Need for Technical

Evaluate ADHS/DBHS capacity to implement the plan, including the number of
qualified professionals needed who are experienced in the planning and development
of substance abuse services and who are knowledgeable of various federal, state, and
private programs relevant to meeting the needs of class members with co-occurring
disorders. See Attachment 4. - °

1.

1.

iv.

a(1). Statistical analysis
: As of 3/1/99, staff experienced
n:

SPSS/other packages:
4 fre; 2 grant supported

Sampling design, follow-
up patient interviews: 0
fie; 2 grant supported

Analysis of patient
interview data: 2 fie; 2
grant supported

Analysis of patient MIS
record data (CEDAR
measures): 0 fte; 0 grant
suppored

Froio

Action By Whom By When
a. Evaluate internal DBHS capacity | Christy Dye, Mike Franczak, Ann 2/1/99
- for implementation plan support | Froio, Carol Smallwood
3 in statistical analysis, ongoing
S best practice analysis, program
. level expertise.
e Christy Dye, Mike Franczzk, Ann 3/1/99
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DUAL DIAGNOSIS INTEGRATION PLAN

a(2).

Best Practice Analvsis

As of 3/1/99:

i.

1ii.

.

vi.

Staff with Intemet lit

" review capabilities: 10 fte

National consultants with
expertise in clinical
practice: 2

(one-year grant)

National consultants with
expertise in patient
outcomes/system

. performance: 3

(three-year grant)

Assessment of key data
trends: QM Committee

Staff for program design
& implementation: 0 fie

Staff for RBHA technical
assistance/oversight: 0 fie

Christy Dye, Mike Franczak, Ann
Froio . :

3/1/99

. Procram Level Expertise

As of. 3/1/99:

iL.

ith

Management staff with
specialized training in
dual diagnosis: 2 fie

Staff for program design
& implementation: 0 fie

Staff for RBHA technical
assistance/oversight: 0 fie

Christy Dye, Mike Franczak, Ann
Froto, Carol Smallwood

3/1/99

-10-
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DUAL DIAGNOSIS INTEGRATION PLAN

Evaluate need for outside
professional expertise, based on
above.

1L RBHA fie staff
designated for this
population/program: .25
(Maricopa only)

ii. ‘Ongoing national
consultant support: 0 fte

Evaluate nead/current resources
for internal staffing and external

- support, based on above.

Internal

At

i. Staff for program design

& implementation: 1 fte
required (co-funded
position)

il. Staff for RBHA technical
assistance/oversight: 1
fie required (co-funded
position)

L}

External

Develop Y2002 Budget Request
for unfulfilled staif nesds, based
on above:

. 1 fiestaff in
Pima/Maricopas; .5 fie in
NARBHA, PGBHA,
Excel

1. 2 national consultants for
ongoing TA

Christy Dye, Mike Franczak, Ann
Froio

3/1/99

3/1/99

3/1/99

3/1/99

3/1/99

3/1/99

5/1/2001
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2 national consultants for 5/1/2001
ongoing technical
expertise
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Integrated Treatment for Adults with Meﬁtal Health and
Substance Abuse Disorders

CFDA # 93.230

Substance Abuse and Mental Health Services Administration

Submitted Bv

Michael Franczak, Ph.D., Chief
' Christina Dye, Chief
Bureau of Substance Abuse and General Mental Health
Division of Behavioral Health Services
Arizona Department of Health Services
James Allen, MDD, MPH, Director

June 16, 1998

Persgns with Serious Maztal Illz

ess/Substazcs/3ES/ADES



ABSTRACT

Integrated treatment for adults with mental health and substance abuse disorders

This proposal is submitted by the Arizona Department of Health Services, Division of Behavioral
Health Services, Bureau for Persons With a Serious Mental Illness (ADHS/DBHS/BPSMI) and
Bureau for Substance Abuse and General Mental Health, which will serve as the fiscal and
coordinating entity. ADHS/DBHS is currently engaged in a series of initiatives surrounding best
practices in the treatment of co- -existing conditions. Activities to date have included specialized
training on exemplary treatment practices among offenders with co-occurring psychiatric and
substance abuse disorders and an initiative to develop and refine clinical standards of care for dually-
diagnosed adults. Hlstoncally, treatment of these conditions has followed a model of sequentially
addressing the needs of the client through parallel systems of care. In this model, mental health and
substance abuse services are typically provided by separate programs and clinical staff with little
sensitivity or orientation to client needs which fall outside of their area of specialization. In addition,
treatment frequently takes place in separate facilities and often at separate times in the year. This
pattern has progressed undisturbed over _time although dual diagnosis is, today, the rule rather than

the exception.

‘The ADHS/DBHS seeks to develop a forum for integradng mental health and substance abuse

treatrrient in a fashion that best serves the needs of dually-diagnosed adults. A considerable body of
research points toward integrated service delivery models as contributing to improved patient
outcomes. ADHS/DBHS proposes to utilize the grant resources to convene and support €xpert
forums of mental health and substance abuse providers to directly discuss and confront the
philosophical and service system barriers that perpetuate the paralle! treatment model. Products of
the project include models for provider/network subcontracting to improve service delivery and
standard of care guidelines addressing such areas of use of psychotropic medications (including

methadone), goals of substance abuse treatment for psychiatric clients, use of supportive case

managernent, and the role of relapse prevention and recovery supports in psychiatric care.

The objectives of this project are to generate state consensus and implementation of integrated
mental health and substance abuse treatment by: 1) convening an advisory group of key stakeholders
on 2 monthly basis; 2) conducting knowledge exchange sessions with local and national experts in
order to identify exemplary practices regarding integrated treatment; 3) using group consensus
building methods to identify the local model and barriers to implementing integrated treatment, (4)
developing a work plan to overcome the barriers and implement the integrated treatment model, (5)
disseminating the results statewide, and (4) monitor implementation and results.
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A. Descriptionof Exemplary Practice

The Arizona Department of Health Services, Division of Behavioral Health Services, will initiate
2 consensus building process to establish statewide key stakeholder support for the implementation
of exemplary integrated treatment practices for individuals with co-occurring mental health and
substance abuse disorders. Peters and Hills (1957) identified the following key principles in the
integrated treatment model: 1) dealing with both disorders as primary, 2) integration of services, 3)
individualized programming to address symptom severity and skill deficits, 4) treatment
comprehensiveness and flexibility, 5) phased treatment intervention with graduated intensity, 6)
treatment continuity, 7) engagement, 8) psychopharmacological interventions when necessary, 9)
peer support and self-help groups and 10) reassessment and modification as necessary.

Individuals with co-occurring mental health and substance abuse disorders represent one of the most
challenging populations to serve. The Center for the Study of Issues in Public Mental Health (1998)
based on a random sample of individuals receiving services in New York State reported that 57%
of individuals with a severe mental illness diagnosis also had a diagnosis of substance abuse. This
study also reported that the rates for individuals in inpatient settings was considerably greater. The
highest prevalence rates are found in the criminal justice system. The GAINS Center (1997)
estimates that on any given day 642,500 prison inmates have both a serious mental illness and a co-
occurring substance abuse disorder. In addition to the high prevalence of the co-6ecuring disorder, |
these individuals generally do not respond as well 10 standard treatments (Bowers, Mazoure, Nelson
and Jatlow, 1990), are hospitalized more frequently (Hills, 1994), are more frequently homeless
(Osher, Drake, Noordsy and Teague 1994), have a higher frequency of violences (Steadman, et. al.,
1998 and Monahan, 1995) and are incarcerated more ofien (Abram and Teplin, 1991) than

individuals who have either single diagnosis. One of the most compelling reasons for improving

treatment to this population was provided by Hser, Anglin & Powers (1993). During the course of
a 24 year study with substance abuse disorders, they discovered that even with intermittent treatment

only 19% had attained stable abstinence. The most ;hilling finding was that 28% of their original

sample were deceased.

1

The State of Arizona currently has 24,000 individuals with serious mental illness enrolled in the
publicly funded behavioral health system. Using the most conservative estimate, approximately
14,000 individuals in this group are likely to also have a substance use or abuse disorder. Fifty six
percent of this group are females and 24% of the population aré minorites, the largest percentage
being Hispanic or African American. There is also a significant number of Native Americans in this
group. Only 5% of the population have incomes over $10,000 per year. A significant number of
these individuals are unemployed, homeless and involved with the criminal justice system. For the
purposes of this project the target group will be individuals with serious mental illness and substznce
use or abuse disorders. The priority population will include individuals from minority groups,
individuals involved in the criminal justice system and women. Additional target groups will be
included after the process is implernented, tested and refined statewide.

- . : - .
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Currently in Arizona, most treatment programs for these individuals are organized in a sequential
fashion in which the individual must complete the treatment for one diagnosis before they can enroll
in treatment for other diagnoses.. Osher and Kofoed (1989) refer to this model as “ping-pong™
therapy. The extended sequential treatment approach is contrary to what has been discovered
regarding the treatment compliance of this population. Research has shown that individuals with
co-occurring disorders are more likely to terminate treatment prematurely and to attend treatment
less consistently (Hall, Popkin, DeVaul and Stickney, 1977). Individuals with co-occurring disorders
are less likely to stay the course of extended sequential treatment (Osher and Drake, 1996). An
alternative to sequential treatment is the parallel treatment model in which both treatments are
offered simultaneously by different providers. Arizona has a number of programs that fit the parallel
treatrrient model. While the parallel model offers improvements over the sequential model, there are
a number of difficulties which are inherent with multiple uncoordinated treatment providers (Weiss
and Najavits,1998). Services for this population are divided by funding sources, admission criteria,
treatment methods and philosophies and staff training and qualifications (Sciacca, 1991). Both the
sequential and parallel approach to treatment retains the bulk of these problems.

Integrated treatment models have been proposed by Minkoff (1989) and Minkoff and Drake (1991)
which provides for the simultaneous treatment of both disorders within the same treatment setting.
The consensus at the 1995 dual-diagnosis conference as reported in Mental Health Weekly ( 1995)
was that integrated treatment which addressed both issues simultaneously was superior to separate
treatment for each condition. While there has been considerable debate primarily within the
substance abuse provider community regarding the reported superiority of integrated treatment
approaches, the majority of profeésionals endorse this approach (Mental Health Weekly, 159 8).

amination of the.available treatment models, the Arizona stakeholders have

After a thorough ex
determined that integrated treatment represents “best practice” for the following reasons: 1) The vast

majority of the professional literature reports that the results of integrated treatment are superior to
those of sequential or parallel approaches, 2) these findings have been replicated in numerous
settings and states and have been generalized from inpatient to community settings, and 3)
behavioral health professional organizations have endorsed the model in their publications and at

conferences.

Drake, Rosenberg, and Muesser (1966) in a review of the literature have concluded that the
outcomes achieved by integrated treatment are superior to those achieved by either sequential or
parallel treatment. Peters and Hills (1997) reported that the best chance for sustained remission for
individuals with co-occurring disorders is provided by an integrated treatment approach. They
Sarther note that the desirable features of integrated treatment include 1) assertive outreach and
intensive case management, 2) 2 comprehensive range of services {0 accommodate individuals at
varying levels of severity, 3) an emphasis on engaging and motivating the person to commit to
treatment, 4) conceptualizing people passing through stages or phases of treatment, 5) modification
of pharmacological approaches and 5) and ongoing assessment and treatment plan modification.

The outcommes obtained from integrated wreatment have been far superior to those obtained by either

Fu=sau for Perzens wind Serious Meazal Iliness/Substance/3ES/ADES
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sequential or parallel methods. Mueser, Drake and Miles (1997) reported that the weight of the
evidence for 30 studies of integrated treatment is overwhelmingly positive. Jerrell and Ridgely
(1995) studied three models of integrated treatment and discovered improvements in work,
independent living social relationships, satisfaction, a reduction in psychiatric symptoms and
decreased use of emergency room visits. Bond (1989) reported decreased hospitalization rate for
individuals enrolled in an integrated treatment model. Kofoed, Kania, Walsh and Atkinson (1986)
and Hellerstein and Meehan (1987) also reported ‘significant reduction in the rates of hospital
utilization. Ries and Ellingson (1989) reported a increase abstinence for inpatients enrolled in an
integrated treatment approach. The most dramatic finding was presented by Drake, McHugh and
Noordsy (1993) in which 60% of the patient who received integrated treatment remained abstinent

- during a four year follow-up.

The integrated treatment approach has been replicated successfully in numerous settings. Sciacca
reported the implemented a successful integrated treatment approach in New York State. Barr

' (1994) implemented integrated treatment in Los Angeles, California. Minkoff (1989) has replicated

his model which was developed in an inpatient setting to other community settings and systems in
Massachusetts. Ridgely, Lambert, Goodman, Chichester and Ralph implemented a successfuil
integrated model in Cumberland County, Maine in 1998. Muesser, Drake and Miles (1997) report
the successful implementation of an integrated approach in New Hampshire. Dr. Minkoff has also
provided training to the State of Tilinois as part of their attempt to implement an integrated model.

Presentations and workshops have been held regarding the integrated treatment model at the
American Psychiatric Association and the American Psychological Association Annual Conventions
and at special conferences focused on the treatment of individuals with co-occurring disorders. The

- GAINS Center as part of a technical assistance grant has sponsored training in integrated treatment

in numerous states and also provides a variety of educational materials on the subject. Consumer
and family organizations such as National Alliance for the mentally Ill are providing literature on
the subject of integrated treatment t0 their membership. The Center for Substance Abuse Treatment
included the integrated treatment model in the Assessment and Treatment of Coexisting Mental
Tllness and Alcohol and Other Drug Abuse Treatment Improvement Protocol (CSAT, 1994).

While integrated treatment approaches have many elements in common, there are also number of
cases in which the models emphasize different elements. Due to the number of necessary elements
and the variation which exists within current models, the implementation of an integrated model in
Arizona will not simply be a “cookie-cutter” process. The integrated model proposed by Minkoff
(1989) which was originally developed in an inpatient setting has the following components: 1)
Acute stabilization, 2) engagement, 3) prolonged stabilization, and 4) rehabilitation. Mueser, Drake
and Miles (1997) describe the following common components of most integrated models: 1)
simultaneous treatment of both disorders by the same person, team or organizaiion, 2) case
management and group interventions, 3) assertive outreach, 4) education, 5) focus on motivational
aspects of treatment, 6) focus on the long-ierm perspective. They further indicate that integrated
models differ on the degres of emphasis that is placed on the following components: 1) use of
behavioral strategies to reduce urges, 2) working with patient’s families, and 3) employing a step-

-
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wise or graduated approach.

Another element of integrated treatment which is present in most models is that the treatment -
modality must be present in all components of the continuum of care. Since individuals will present
with varying levels of severity, the elements of integrated treatment must be available in inpatient
settings, acute residential, therapeutic communities, club houses, drop in centers, peer and family
support groups, supported housing, and vocational ‘services. Individuals may enter the system at
various points and a5 functioning level improves, many will advance to additional program activities
which must be capable of continuing services forlboth mental health and substance abuse issues.
It is therefore necessary to educate a wide variety of professional disciplines, family members and

support groups in the integrated model.

It is for the above mentioned issues that ADHS/BHS has chosen to seek consultation from national
and local experts. Drs. Minkoff and Drake have both implemented integrated models in a variety
of settings. Although there are common elements to their models, there are also distinctions which
may prove critical to the Arizona system. ~ Dr. Dvoskin has had extensive experience In
implementing systems of care arid will focus on the naturalization of the model to the Arizona

system and culture.

B. Project Impact/Feasibility

The Arizona Department of Health, Division of Behavioral Health is the central authority for
providing both mental health and substance abuse services throughout the publicly funded behavioral
health systern. Having both services rest within the same agency makes the integration of services
more likely. There is also widespread support and commitment from key stakeholders in Arizona
to participate in discussions intended to lead to consensus on integrated mental health and substance
abuse treatment. Although there are some areas of disagresment on the exact format for integrated
treatment and what is considered best practice, all of the key stakeholder who have besn contacted
by the applicant have expressed a willingness to seek consensus state wide and to follow through by
implementing the group decision.

As a result-of informal discussions in preparation for this application, representatives of the
following organizations and agencies have agreed t0 participate in the integrated treatment consensus
building project. Support has been obtained from the Consumer Advisory Board, the Arizona
Department of Health Services, the Council for Offenders with Mental Impairments, the Association
of Behavioral Health Providers which includes representatives from the maj ority of mental health
and substance abuse providers, the Behavioral Health Planning Council, the Mental Health
Association of Arizona, the Arizona Alliance for the Mentally IlI, The Arizona Center for Disability
I aw & Patients Rights, the Office of the Monitor, all five of the Arizona Regional Behavioral Health
Authorities, as well as individual consumers, -professionals, and family members.

The development of stakeholder support began in February 1998 asaresult of a three-day workshop

that was conducted by the GAINS Center from Delmar, New York. The workshop was conducted
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as part of their technical assistance mission in association with a SAMHSA Grant focused on jail
diversion programs. GAINS Center consultants for the workshop included Patty Griffin, Ph D, Fred
Osher, M.D., and Roger Peters, Ph.D. The initial day of training was provided by Drs. Osher and
‘Peters and consisted of an overview of “best practices™ related to co-occurring disorders. The second
and third days of training, facilitated by Drs. Griffin and Peters, focused on cross-training exercises
designed to assist workshop participants with applying information and treatment strategies
discussed during the first day of training. Approximately 125 people primarily from Méricopa
County participated in the training including community mental health and substance abuse
administrators, service providers, jail mental health staff, behavioral health care administrators, staff
from the local housing authority and consumers. The second workshop was conducted for staff from
the entire state on April 15-17, 1998 in Tucson, Arizona. GAINS Center consultants included Roger
Peteré, Ph.D., Joel Dvoskin, Ph.D. and Roger Weiss, M.D. The format was similar to the previous
workshop. The first day of training consisted of an overview of clinical topics related to “best
practices” in co-occurring disorders, and the second and third days of training focused on
applications. Approximately 100 persons participated in the training, consisting of teams of
individuals from each of the five RBHAs.

As a result of these two workshops, 2 state wide consensus was reached that the current process in
Arizona does not meet the needs of individuals with co-occurring mental health and substance abuse
diagnoses. While many organizations provide a variety of services for this group, they are not
producing the outcomes that are desired. Many clients leave the programs before they have
successfully completed the protocol and show up later in other parts of the system repeating the same
pattern of treatment resistance. Many organizations were very frustrated with each other due to the
fact that they felt that the enrollment and eligibility criteria prohibited coordinated services. Mental
health providers felt that most substance abuse providers discouraged the use of psychotropic
medications which were essential for the reduction of psychiatric symptoms. Conversely, substance
abuse providers derided the mental health providers refusal of clients who were not “clean and

sober”.

Ser considerable debate and discussion, the group achieved consensus that the current sequential
and parall¢] treatment models in Arizona were at best, marginally effective. They committed to
working together the resolve the current state of affairs. This grant application is largely the result

of the enthusiasm to improve services to this population that was generated by the organizations that

attended the two workshops.

Tn addition to the key stakeholders and work group, ADHS/BHS the applicant will conduct
additional information forums for consumers, family members, and staff describing the Integrated
Mental Health and Substance Abuse Treatment Model and the progress of the work group (Sechrest,
Backer, Rogers, Campbell, and Grady 1994). The project will produce and diswibute comprehensive
information packets to consumers and others desiring detailed information. Information will be
contained in the Behavioral Health Services Weskly Newsletter and other published reports.

The Integrated Treatment Project (ITP) will solicit consultation and technical assistance from other

.
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states and agencies which have implemented integrated treatment and other key stakeholders on the
efficacy of its efforts to identify and overcome barriers to the establishment of state wide consensus
on the implementation of Integrated Mental Health and Substance Abuse Treatment. The issues that
have been reported as potential barriers will be identiﬁed and discussed during the information
forums. Potential solutions to these barriers which may be suggested by the participants will be
recorded for consideration during the work group pl.anm'ng and implementation process.

While the actual work group will determine specific barriers to implementing the integrated

treatment model, 2 number have already been nioted by the conference attendees and the other groups
that were contacted. The most notable barriers were the following: 1) separate eligibility criteria,
2) staff knowledge, 3) funding streams;, 4) constricted agency missions, 5) contracting processes, 6)
data system shortcomings, and 7) lack of agencies willing to work with this population. None of the
barriers that have been identified were considered impenetrable. Eligibility and funding decisions
are controlled by the Arizona Department of Health Services, Division of Behavioral Health and can
be reconsidered. Staff knowledge can be enhanced by additional cross-training. Constricted agency
missions, lack of appropriate providers and contract issues are issues that have been identified by
providers as being adjustable. Ultimately it will be up to the Integrated Treatment Project (ITP)
work group to identify the specific actions that will be necessary to remove all of the barriers. Many
of the aforementioned barriers have already been addressed in other sites implementing this model
and it is anticipated that the consultants, Drs. Minkoff, Drake and Dvoskin will provide invaluable

assistance in methods to overcome the obstacles.

Tt is anticipated that there will be no significant adaptations to the methods used to implément
Integrated Mental Health and Substance Abuse Treatment Model as established in other states.
Nevertheless, particular attention will be focused on how the proposal is received and responded to
by the Arizona managed care behavioral health sysiem provider community. Managed care systems
utilize practices such as preferred providers, utilization review, prior authorization and provider
networks which may pose special problems for the implementation of Integrated Mental Health and
Substance Abuse Treatment Model. By addressing these particular issues, the Integrated Treatment
Project will provide valuable information for other states as they also begin to implement Integrated
Mental Health and Substance Abuse Treatment Models in managed care settings. Arizona must also
consider issues with respect to urban, rural and frontier areas. The model that is developed will

need to be one that can applied in each of thesé settings.

The impact of these activities on the treatment provided to individuals with co-occurring mental
health and substance abuse will result in improved wreatment outcomes, greater consurmer and family
satisfaction with behavioral health services, reducsd involvement in the criminal justice system,

reduced homelessness and improved functioning.

ADHS/DBHS will provide in-kind resources ©© supplement the grant award. ADHS/DBES swaff will
coordinate & schedule the statewide work groups and dissermninare the mformation developed by the
work group to other stakeholders. ADHS staff will assist in the facilitzion of group and coordinate
activities of the key stakeholders with respect to the projects goals and objectives. [tis antcipated
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that once consensus has been established on the Integrated Mental Health and Substance Abuse
Treatment Model, the on-going task of providing information and guidance to consumers, family
members, service professionals, and others will be maintained by the Arizona Department of Health
Services, Division of Behavioral Health Services and the Regional Behavioral Health Authorities.
Funding will be directly expended from the state level as well as indirectly through the expenditures
of the Regional Behavioral Health Authorities. The State and the Regional Behavioral Health
Authorities will provide in-kind match funding by dedicating staff time and travel expenses to the
work group. All funds to provide integrated treatment will be coordinated and/or provided by the
Arizona Department of Health, Division of Behavioral Health.

C. Project Approach/Plans

During the application process, the intent and scope of the project was explained to'representatives
of key stakeholders. Key stakeholders reviewed and commented on drafis of the application,
including the proposed method for implementing the exemplary practice. An ADHS/DBHS staff
person, who is also a consumer, was a key participant in the preparation of the application.

A 9 Step Problem Solving and Group Consensus process will be utilized to establish a statewide
consensus for the establishment and implementation of an integrated treatment model throughour
the State of Arizona. The expected outcomes are: 1) the identification of a formalized model of
integrated treatment model which will include “best practices” using both local and national experts,
2) a comparison of the “best practice” model and the current treatment models, 3) the identification
of barriers to implementing “best practices”, 4) the plans and methods to overcome the idertified
barriers, 4) an implementation plan and 5) 2 validation procedure.

The 9 Step Problem Solving and Group Consensus process is a formalized method of group decision
making that facilitates drawing on the knowledge of experts, providers, policy makers, individual

consumers, family members, advocacy groups, treatment staff, and other key stzkeholders. The 9

Step Process has been successfully used by ADHS/DBES as a team building and problem solving
activity (Arizona, 1996). A trained group facilitator will be responsible for conducting the proces;

The diverde stakeholders who will be involved in the process all bring vested interests in the

implementation of mental health and substance abuse treatment and all bring common and unique
experiences to the table. Group members will be guided by the group facilitator to provide

information about their perceptions of and disposition towards Integrated freatment. ‘

The composition of the group will be evenly distributed throughout the five regional behavioral
health authorities geographic areas. The group will designate one representative and an alternate
to attend statewide group which will produce a final consensus. Each group will be facilitated by
the same person with assistance from ADHS/DBHS and Regional Behavioral Hezalth Authority staff.
At least one representative from the ADHS/DBHS Consumer Advisory Board will attend each
mesting. Meetings will occur throughout the state in order 1o reduce the wavel burden for rural areas.

Action grant funding will provide Arizona the opportuniry to 1) educate the stzkeholder group on
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' the “best practices” for integrated treatment using both local and national experts, 2) support ongoing

monthly meetings by providing stipends to consumers, families and small agencies, 3) provide
ongoing support to evaluate the integrity of the group process and 4) to develop and implement the
“best practice” model that is developed. - . :

A. The 9-Step Problem Solving and Consensus Building Process
The 9 steps are divided into two (2) phases:

Planning Phase (Steps 1 through 6): begins with the project and work group selection, through
the development of recommendations and implementation planning. Many aspects of Steps 1-3
have already been implemented in the preparation of the grant application.

Implementation Phase (Steps 7 through 9): executing the implementation plans, inclusive of
testing the plan and measuring it’s impact.

Planning Phase:
Step 1: Identify

This step of the problem-solving and consensus process was implemented as part of the grant
application process. The issue of integrated treatment was reviewed with ADHS/BHS management
staff, key stakeholders from the provider network, consumers and families and other local and state
government agencies. A unanimous decision was reached to apply for grant funds to pursue this
statewide objective.

Step 1 Activities:

1. -The project has full support of management at the ADHS/BHS, Regional Béhavioral Health
Authorities, providers, advocates, consurmers and family levels . :

2. The process targeted for improvernent has direct impact on the organization’s (é) external
customers, (b) internal customers, (c) stakeholders, and (d) other citizens of A \ rizona.

3. The process or project is related to: (2) key business issues, (b) Strategic Plan goals and
objectives, and the (c) mission of organization.

4, Infrastructure is in placs in the organization to support the process.

S. The scope of the project is clearly defined.

6. The project has an achievable, measurable goals that has been studied and approved by
management. :

7. Potential financial resources (the Community Action Grant and state in-kind resources) have
been identified. .

8. The project represents a clearly defined process that can have ezsily identifiable starting and
ending points, including implementation and validation. -

9. The project was identified from one or more of the following sources: (2) employes

suggestions. (b) annual employes: survev. (c) customer survey, (SWOT) analysis, (e)
Strategic Plan goals and objectives, (f) inpur Fom critcal siakeholders, (g) recommendations
from outside the organization.

The Step 1 deliverables include:

“The completed grant application.
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4 - Tdentification of stakeholders.
L « Identification of potential work group.
- Preliminary problem statement, addressing:
« WHO is affected?
- WHAT is involved?
« WHEN is it happening?
« WHERE is it happening?
« HOW much/many/often is it happening?
- Identification of “best practice™.
« Tdentification and contacts with local and national experts.

| Step 2: Form the Work Group and Scope the Project

Group members will be selected or asked to volunteer based on their understanding of and
involvement in the process under review and involvement in the new process. The group leader and
facilitator will be selected. While some members of the group have already been identified
additional members will be recruited from the stakeholder groups. ' ’

Step 2-Activities:

Appropriate members have volunteered/bezn selected for the work group.
Group members are trained and knowledgeable of the task we are underraking. -
_ The work group has a clearly defined mission and scope. )

( L A communication plan has been developed to keep all key stakeholders informed of the
project’s progress.

A process has been defined to resolve group issues, in the event 6f an impasse.

Meeting agenda and mesting minute templates have been agreed updn‘ to communicate
mesting activities.

7. A meeting evaluation tool has been agreed upon to assess the group’s “health™ following
each team mesting. i

)

[kb.)!\)b—‘

o b

Step 2 deliverables include:

- full work group is established

« clarification of group roles and responsibilities

- code of conduct addressing group rules/norms

- high-level work plan/action plan

- communication plan to keep the work group and stzkeholders informed

- issue resolution process for resolving group issues

- mesting agenda and mesting minutes-templates for announcing and recording group
activities and events T
- meeting evaluation tool 1o gauge the health of the work group
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Step 3: Develop Vision of “To Be” Process
The objectivé is to select an improvement strategy for the group to pursue. At this stage the local and
national experts will be called upon to identify the “best practice” model. Thecmodel wﬂla:

described in detail. : €

Step 3 Activities:

1. Experts present a detailed “best practice” model.

2. A flowchart of the desired “To Be” process is completed.

3. Project/process goals and objectives have been revisited and performance measures have

been established.

Qualitative and quantitative benefits of the recommendations have been. identified.

Costs to implement recommendations have besn estimated.

Possible consequences/impact of group recommendations on other areas of the organization
have been noted and efforts to avoid negative effects have been taken. a

O W

Step_ 3 deliverables include:

- “best practice” model is developed

« criteria for each component is defined

« process map or flowchart of “To Be” process

+ project performance measures and objectives .
. “To Be” benefits to the organization :

« estimated cost of proposed recommendations

- presentation/executive summary

Step 4: Analyze Current “As Is” Process

This step represents the group’s analysis of the current process under review. Baseline performance '
measures are established as an indicator of “as is” process performance.

Step 4 Activities

L. Process “inputs” and “outputs” were identified.

2. Customer and stakeholders of the process under review were identifled.

3. A process map or flowchart was completed to identify all activities in the process.

4. “Qther” analysis tools, as appropriate, are used to capture baseline measurements (number
_of individuals served, outcomes, per member/per month costs).

3. The gap between what the group wants or desires-and what the group is gewing is

determined. -
6. A refined problem statement, reflecting further areas(s) of opportunity following gz

analysis, was identified.
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Step 4 deliverables include:

- process map or flowchart of “As Is” process -
« inputs, outputs and outcomes of the process

- customer/stakeholder analysis

- baseline customer requirements of the process and output

- baseline measurements using run charts, parieto diagrams, histograms, scatter diagrams
control charts, check sheets, as applicable = ’

- gap analysis

- refined problem statement

Step 5: Identify Barriers to the Implementation of the “To Be” Process

Obstacles and barriers to imp_lerﬁenting the “to be “ process are identified to pave a pathway toward
the desired solutions and results. i

Step 5 Activities:
An analysis of the “To Be” process is conducted with specific barriers identified.
. Obstacles and barrers with the greatest impact were identified. :

1

2 -

3. Span of control is identified.

4, Stakeholders associated with each barrier are identified.

Step 5 deliverables include: : -

« Flow chart indicating each barrier and source.
- Type of bartier is identified (perception, financial, staif knowledge, etc.)

Step 6: Identify Methods to Overcome Barriers to Implementation

The obstacles and barriers to implementation identified in Step 5 are examined and methods to
overcome ech barrier are identified.

Step 6 Activities:

Methods to overcome each obstacle or barrier are identified.

Accountable parties or sub-work groups are identified for each obstacle or barzier.
Time lines are established for work on each barrier.

. A comprehensive work plan is developed.

-V W% I (N Iy

Step 6 deliverables include: when

- A work plan with accountzble parties and time lines is developed.
- Initial work plan is reviewed and adjusted. :
- Sub work-groups may be established.

Implementation Phase

(=3 - for Daw 3 - : -
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‘Step 7: Develop Plan and Pilot Proposed Solutions

A plan to implement the “To Be” process is developed. Before implementation of the “To Be”
recommendations on a grand scale, a pilot test of the new process proposal to test its effectiveness
is developed. The pilot will include time frame for implementation and validation, as well as
identifying the who, what, where, when and how the elements will be rolled out.

Step 7: Activities

Pilot implementation steps of the “To Be”™ have been outlined.

Pilot area/population subset has been identified to test new process.

Due dates and milestones have been targeted.

Methods for monitoring pilot progress have been put in place.

Training/guidelines have been afforded to everyone who will be involved in the pilot.

[ N 'S T NS e

Step 7: deliverables include:

- pilot plan (who is involved? what is involved? where is it involved?)
- pilot milestone and due dates

"« performance measures
- training program/ guidelines to educate all be involved in the pilot

Step 8: Refine and Implement Successful Solutions

Once the recommendations have been piloted, the group needs to evaluate implementation status as
compared to group performance measures and objectives. Upon review by the group, the decision
to modify and refine or to pursue onward, as is, must be made prior to full implementation of

. recommendations.

Step 8: Activities:

L. The prescribed implementation steps were followed (everyone did what they said they would
do). )

2. Initial barriers identified were removed. .

3. Performance objectives were met/exceed..no gap betwesn the “As Is” and “To Be” desired
state exists.

4. Modifications were or were not required prior to full-scale implementation.

Step 8: deliverables include:

« performance measurement documentation (l.e., check shest, parieto chart, run chart,
histogram, control chart, scatter diagram, survey, etc.) '
« gap analysis, to note if further modifications nesd to be pursued

- implementztion action plan (once no further modifications are required)
- presentation/executive summary

wheu

Step 9: Measure Progress and Hold Gains

[

2z .
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This step preserﬁs the group’s work plan to institutionalize the proposed process throughout the state
The plan will be in sufficient detail so everyone understands the time elements to complete the.
implementation, major action areas and individual responsibilities.

Step 9: Activities:

1. Steps have been proposed to assure continued use of the process.

2. The appropriate people have been identified to implement and monitor the process.

3. Indicators/performance measures have been implemented to signal the response to regroup
and rethink the process, should that need arise. 7

4, Methodology to communicate/display the efficiency and effectiveness of the process has
been chosen. ' '

5. Actual project costs and project results, far, were recorded.

Step 9: deliverables include:

« operating/procedure manual

« performance measurement system, goals and objectives
« communication plan :

« presentation/executive summary

The major project activities listed below will be implemented to accomplish the project goals and
objectives. Specific timelines will be determined during the planning period prior to the official start
date of the project following consultation with the Integrated Treatment Work Group. This plan
assumes notification of award on or about September 15, 1998. If the notification date is
substantially earlier or later, there will be a 15 to 20 day pre-planning period before official
implementation of project. The hypothetical time line for the 9 Step process is described in the
following documents. The steps in the 9 Step Process may be modified based on the work group
discussion. In some cases the “as is” process is analyzed prior to the “to be” process. In additiori,

the time which is allocated to each step in the process may be adjusted if the work group’s progress

on any of the steps is either delayed or more rapid than anticipated.

1
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'Key Indicators to be used to determine the degree to which project objectives are being met. The
following project management activities will occur: 1) bench marking milestones: 2) weskly status
meetings at ADHS/BHS between the Project Directors, 3) monthly oversight mestings and 4)
quarterly project audits, which will focus on the management of the project, its methodology and
procedures, records, project properties, budgets and expenditures. The audit reports will concentrate
on the current status of the project, future status of crucial tasks, critical management issues, risk
assessment, information pertinent to other projects and limitations of the audit (e.g., assumptions or

limitations affecting the data, etc.).

The Project will require a laptop computer and an LCD computer projector to display group
decisions, progress charts and relationships between “as is” and “to be” models. Since the mestings
will be held throughout the state, portable equipment will be required. The Arizona Department of
Health Services and the University of Arizona will provide software for the presentations and data
analysis. ADHS will provide printing and information packet materials. Administrative and clerical
support will be provided by the Arizona Department of Health Services, Division of Behavioral
Health Services and the University of Arizona.

D. Project Plan For Cultural Competency And Diversity

The ADHS/DBHS has made a commitment to achieve and maintain cultural competency and
diversity in its programs and services. These issues have been recognized and are beir;g addressed
by the Arizona Department of Health Services/Division of Behavioral Health Services through its
five year plan for Cultural Competency In the Administration and Deliverv of Behavioral Health
Services (1995). Specific efforts will be made to insure that minority stakeholders fully participate
in the consensus building process. As preﬁouly mentioned, minority groups, individuals who are
incarcerated and women will be targeted as priority populations. :

The work group will be comprised of consumers, family members, and provider staff in proximate
proportions to the demographic composition of the state. The Integrated Treatment Project will

" insure that stakeholder participation reflects the demographic composition of the target population -

and the community at large. Support will be specifically solicited from key provider organizations
whose membership is predominanty comprised of Hispanic, African-American, and Native
American individuals. In addition, key stakeholders will be invited to participate in the group
process that will include the Intertribal Council of Arizona, Chicanos Por La Causa, and the Arizona
Urban League. We have also obtained 2 commitment from staff from the Women’s Network
(Marilee Dal Pra) to participate and serve as a consultant to ensure the product is gender as well as
culturally sensitive. Also, consumer and family organizations, the Arizona Behavioral Health
Planning Council, the Consumer Advisory Board, and the Mental Health Association will be among
the various groups invited to participate in the group process. These groups include wide diversity
in the areas of gender, culture, age and language. Materials that are developed as a result of thi‘s
project will be translated into Spanish and will be made available to all relevant staksholders.

E. Evaluation Design And Analysis Plan

The purpose of the evaluation design of the proposed project is to provide both formative and
summative information regarding the implementation process and the impact/outcomes of the
proposed project.. Specifically, we have developed our evaluation design around two primary

objectives:
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Evaluation Objective 1: To compile and evaluate information that demonstrates that the proposed
project has been implemented as proposed and to identify and justify and slippages or deviations in

implementation.-

_Evaluation Objective 1 Methodology: Predominantly, the source of information for this objective

will be project-related correspondence and materials. Utilizing the GANTT charts developed for this
proposal, we will track the actual implementation of the project against proposed actions and
timelines. Copies of all project-related correspondence and products, meeting agendas and minutes
will be provided to the evaluation team for review and synthesis. Additionally, quarterly interviews
will be conducted with co-Project Directors Dye and Franczak to review project activities of the
preceding quarter, identifying specific barriers and successes in implementation, along with
slippages and advances in project completion. These interviews will be open-ended allowing for
semi-structured reviews of major project achievements and outcomes.

Finally, we will utilize a particfipant observation approach to evaluating the quality and extent of
consensus building. Specifically, a member of the evaluation team will become a regular member
of the proposed monthly stakeholder meetings and will also attend all knowledge exchange sessions.
This individual will attend all stakeholder meetings and conduct ethnographic observations of these
mestings. Utilizing standard field note procedures, the evaluator will maintain ongoing open-ended
observations of the mestings. In particular, a number of key thematic areas of observation will be

noted, including:

The number of participants attending each meeting and their personological characteristics
(ethnicity, gender, consumer, CONSUmeEr-supporter, provider)
The overall tone and tenor of the meetings (open dialogue, controlling, agenda-based, open-

ended)
The nature, direction, and frequency of interactions among and between the stakeholders

As a result of these ongoing observations, the evaluator will begin to synthesize observations across
meetings and begin to provide a more comprehensive assessment of the process and nature by which
the group begins to form around common issues and builds consensus around specific action
planning activities. The results of these observations will be maintained throughout the duration of
the project and will be compiled into 2 single summative report at the completion of the Year 1.

Evaluation Objective 2: To assess the efficacy of the proposed consensus building process.

Evaluation Objective 2 Methodology: A formalized 9-step process of problem identification and
consensus building has been proposed for the project. The process is developed upon a number of

ey assumptions. These include the following:

the individuals participating in the process are representative of the key stakeholders affecting
and affected by, the issue under study;.

the pracess of consensus building allows for and promotes the meaningful participation by each
of the diverse stakeholders;

the individuals participating in the process are provided appropriate and sufficient information
to identify best practice, to identify the barriers to best practice, and to identify reasonable
and appropriate solutions for overcoming these identified barriers;

the individuals participating in the process are adequately empowered by their respective
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. stakeholder groups to represent their groups’ perspectives/interests and to commit their
groups to specific action. '

Tn order to test these assumptions, we will utilize both quantitative and qualitative approaches.

First, a meeting evaluation questionnaire will be developed, pilot-tested and implemented prior to
the first formal meeting of the stakeholders. The purpose of this meeting evaluation questionnaire
will be to compile immediate feedback from the stakeholder participants regarding the effectiveness
of each meeting and to identify possible actions for improving the effectiveness of future stakeholder
meetings. This brief questionnaire will be distributed and collected prior to the end of each meeting
by a member of the evaluation team. The results of these questionnaires will be compiled and
distributed to the stakeholders prior to the next scheduled meeting of the stakeholder group, allowing
the group to make alterations and comectiops in the structure and function of their subsequent

meetings.

Second, a small random sampling of the stakeholders will be contacted by telephone by a
member of the evaluation team each quarter for an open-ended qualitative interview (approximately
2-3 interviews per quarter). The purpose of these interviews will be to explore stakeholders’
perspectives on a number of critical dimensions of the consensus building process including:

- the degree of empowerment and control experienced by the stakeholders in affecting the

consensus building process;
the extent to which the consensus building process is attending to age, cultural, language,

and gender issues; .
+the extent to which the consensus building process provides for the meaningful involvement
of consumers and family members in the decision-making process;
the quality and extent of orientation, training and consultation provided to the stakeholders;
the extent to which the consensus building process incorporates achievable and realistic
elements of systems change that are atientive to local system barriers.

These telephone interviews will be approximately one hour each in duration with field noting
occurring throughout the interview. Immediately following each interview, the interviewer will
develop a summary report of the interview, building upon information from previous interviews.
In this manner, the interviewer will identify common themes to each of the dimensions listed
previously, and attempt to build a typology of over-arching themes for describing the effectiveness
of the consensus building process. The results of these interviews will be maintained by the
evaluation tearn and will synthesized into 2 final, summative evaluation report at the completion of

Yearl.

Finally, in order to assess the effectiveness of the proposed knowledge exchange sessions of this
project, we will disseminate and collect participant profile questionnaires and training evaluation
questionnaires at ail knowledge exchange sessions. These brief questionnaires have been extensively
utilized by the Community Rehebilitation Division in other training znd technical assistance projects
and show good reliability and validity. The Participant Profile questionnaire solicits basic
informartion on the personological characteristics of the participants, including their age, gender,
ethnicity, and professional status (e.g., consumer, family member, service provider, administrator,
‘etc.). "The training Evaluation questionnaire solicits information regarding the participant's

1
mae

satisfaction with the training/informarion provided along a number of dimensions, including the
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: organization of the material/presentation, the usefulness of the material, and the extent to which the
material met the informational needs of the participants. This questionnaire also allows the
. respondents to provide qualitative feedback regarding specific positive and negative elements of the

training/information. Data from the Participant Profiles and Training Satisfaction questionnaires will
be compiled on Quarterly Basis and submitted to co-Project Directors Dye and Franczak.

The evaluation of this project will be conducted by the Community Rehabilitation Division, at the
University of Arizona Health Sciences Center. The project leader for this evaluation will be Dr.
Michael S. Shafer, Research Associate Professor in the Department of Family & Community
Medicine. Dr. Shafer has served as PI for numerous CMHS and DOE grants and has also
collaborated with ADHS on numerous initiatives.

F. Management Plan And Staffing

Michael Franczak, Ph.D., Chief, ADHS/BPSMI and Christina Dye, Chief, Bureau for Substance
Abuse and General Mental Health will serve as the Project Directors and will be responsible for
ADHS/BPSMI coordination with the major key stakeholders, major management policy decisions
and overall directiog of the Project. Dr. Franczak and Ms. Dye have extensive experience 11;
managing services for the target population. In addition, they have both served as primary

" investigators on previous SAMHSA grants.

Vicki Staples and Betsy Byler will serve as the key ADHS/BPSMI staff for facilitating the day to da:y
operations of the project. Both have received special training on integrated mental health and
substance abuse treatment and will coordinate technical assistance as well as provide direc

information and training to consumers and family members. Ms. Staples and Byler have served as
case management supervisors for individuals who are members of the population which will receive

the benefit of the grant activities.

Ms. Sheila Lopez will facilitate and coordinate consumer and family participation. Ms. Lopez
served as Program Director of Survivors United for eight years and has served on the Arizona State

Hospital Human Rights Committes.

- Mr. Raymond Thomas will assist in recruiting a culturally competent and diverse work group. Mr.

Thomas has been involved in the ADHS/B.S. Cultural Competency efforts since their inception.

Michael Shafer, Ph.D. from the University of Arizona, Division of Community Rehabilitation will
perform the evaluation. ' 4

Lee Sechrest, Ph.D. from the University of Arizona. Department of Psychology will serve as the
statistical consultant. Drs. Shefer and Sechrest have served as evaluators on a number of SAMHSA
grants.

Consultant services have been solicited from states and agencles that have established integrated
mental health and substance abuse treatment and from experts recommended to the Arizona
Department of Health Services. Consultants have besn selected based on thelr specific knowledge
and experience with establishing Integrated Mental Health and Substance Abuse Treatment,

Joel Dvoskin, Ph.D. serves as a adjunct faculty member at the University of Arizona and is a national
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.expcrt on mental health systems, forensic psychology and the treatment for dually diagnosed

offenders. Dr. Dvoskin will assist the work group in the process of identifying barriers, developing
strategies to overcome them and developing the implementation plan. ’ e
Kenneth Minkoff, M.D. is a national expert with extensive experience in the development of “best
practice” models for individuals with dual diagnoses. Dr. Minkoff will provide training to the work
group and assist them in establishing the “best practice” model. Dr. Minkoff will also assist the
work group in developing strategies to overcome barriers and methods to deal with the unique

situations that may be present in Arizona.

Robert Drake, M.D. is also a national expert in dual diagnosis “best practice”. He will also work
with the work group in developing the integrated treatment model and assist in overcoming
=

obstacles.

ADHS/DBHS has successfully aﬁplied for and managed grant awards for programs for persons with
serious mental illnesses. ADHS has managed community support, substance abuse treatment, jail

diversion, state indicators and housing grants.
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PROGRAM NARRATIVE

| A.  Project Background and Goals

1. Performance Measurement and Research Overview: Arizona

States engaged in health care reform must increasingly address client improvement in an
environment of cost containmentin order to justify resources devoted to drug and alcohol treatment.
A constellation of factors have led Arizona to more aggressively collect, promote and utilize data
addressing statewide nesd and resource for substance abuse treatment, including issues of client
outcome in treatment. Among the most significant developments were system wide refinements in
the capability of Arizona’s MIS systems to capture measures of program performance, as well as
the development of tools, such as the Arizona Level of Functioning Assessment (ALFA), to allow

for comparisons in patient functioning over time.

For very similar reasons, the Center for Substance Abuse Treatment released an RFP for
Treatment Outcome Performance and Pilot Studies in 1996. The project allowed Arizona and other
TOPPS I states to develop and collect 2 body of rigorously-developed data demonstrating the
efficacy of substance sbuse treatment based on studies conducted on Arizona client populatigns.

Arizona has also pursued a variety of research projects to provide data on the extent of need
and demand for treatment services within the state. These include:

A. Arizona Substance Abuse Needs Assessment Study (AZNAS)

Largest study of substance abuse prevalence ever conducted in Arizona. Recently funded for a

second 3 years.

+ AZNAS I: Scope out the size of the problein: How many people in Arizona need substance
abuse treatment and where do they live? What are the barriers to seeking treatment? Sample
of 10,000.

+ AZNAS IT: Gaps Analysis: Is the current substance abuse treatment system sufficient to mest

the neads of Arizonans who need services? Who pays for the care: Medicaid & IHS studies;
sample of 2,700? What types of treatment/levels of care are needed (ASAM)? What types
* of programs are available (MCO/Provider Profiles)?

B. Methadone Treatment Quality Assurance System (MTQOAS)

Seven state demonstration project o establish outcome indicators for methadone treatment and
time. Includes suicidal behavior, use of hospital ERs, use of detox, and
ncludes all clients in 15 Anzona programs, both private and publicly

measure client progress 0Ver
employment status. Sample i
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C. Treatment Outcome Prospective Pilot Studv (TOPPST)

First prospective cohort study of substance abuse treatment clients in Arizona. Uses the ALFA scale
to measure functional status at intake and client improvement at discharge and at 6 and 9 months
post-discharge. Sample of 1,200. Will provide unprecedented information on the effectiveness of

rreatment in a managed care treatment delivery system.

Information drawn from the AZNAS and the TOPPS 1 projects, in particular, offer rich
sources of data for developing measures of system performance and treatment outcome. For
example, & penetration rate for each MCO catchment area can be derived from AzNAS data through
the ratio of £ of individuals treated/s in the community who need/want treatment.

Secondly, a major focus of Arizona’s efforts currently is the development and application
of performance indicator data from various sources to inform policy making, improve the quality
of patient care, and guide pu:chasingjcontracﬁng decisions for substance abuse treatment. While data
from TOPPS I can be used to establish baseline expectations for client outcomes, TOPPS I provides
the opportunity to "horm” both outcome (individual) and performance (systemic) indicators over
time and benchmark against other states’ experiences.

2 Literature Review: Performance and Outcome Veasures for Systems Monitoring

State of the Art

ressed by legislative demands for increased accountability and the need to more closely
manage the delivery of mental health care, a variety of initiatives to measure the periormance and
justify the investment of tax dollars have been underway'in the past few years. Most efforts to define
and develop indicators for substance abuse and othér mental health services appear to agres on the
broad categories from which measures should be derived. For example, the Joint Commission on
Accreditation of Healthcare Organizations cites two major arenas for focus: Performance Measures
2nd Outcome Measures.! Performance measures include a broad array of clinical and system
standards such as efficacy (will care produce the desired outcome?), appropriateness, effectiveness
(is care provided at the best time?), continuity and efficiency (are outcomes in line with
investments?). Proposed areas for Qutcome measures focused on changes in status (health, mental
health, social functioning), patient satisfaction with services, and changes in knowledge or behavior
that impact future health status.

While general agresment appears t0 exist on the nesd to measure both periormance and
outcome, consensus of the exact measurss that best capture and articulate these domains has not
besn forthcoming. Inthe recently-released 1997 Five State Feasibility Assessment Project, the Center
for Menral Health Services defined a set of indicators addressing outcomes and quality of care for
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adults with serious mental illness. In Perrin and Koshgl';z the National Research Council's Pane] on.
Performance Measures and Data for Public Health Performance Partnership Grants (PPG's) proposed
a series of substance abuse measures. Categories in the NRC report were similar to those proposed
by JACHCO and included both measures of expected outcome, such as health status, social
functioning, and at-risk status, as well as system performance, such as access to care, capacity and
quality processes. However, the standards against which the indicators were measured demonstrated
closer ties to expected public health outcomes, such as those contained in Healthy People 2000, than

1o standards for monitoring the progress and process of clinical care.

Al

Finally, incollaboration with the CSAT, the National Association of State Alcohol and Drug
Abuse Directors NASADAD) convened a special data panel in the fall 1997 to address the issue of
merging process and Outcome. measures from the National Research Council and other sources.
NASADAD’s indicator list, upon which the TOPPS II proposal is based, outlines a seres of
potential measures addressing the areas of Treatment Effectiveness, System Efficiency, and System

Structure.

Overall, the NASADAD measure represent 2 mix of data collected at the level of individuals
(self-report and clinical) and various state-level data systems, including AOD data systems
(structure) and interface with other state data systems (cost-offsets). Strengths of the list include its
solid focus on verifiable data, primarily through state MIS systems. Weakeness include a lack of
attention to attributes of the recovery process whick, while incremental, are significant predictors
of long-term outcome, as well as reliance on completion rates as the primary measure of treatment
retention. In Arizona’s managed care environment, patients are managed across multiple levels of
care, including involvement in post-discharge community recovery support groups and structured
relapse prevention groups. In contrast, "completion rate” suggests an arbitray program design (30

day residential, for example), rather than services based on individual need.

Data Sources and Their Timitations

In addition to lack of national conssnsus around selection of the most appropriaie measures
are problems inherent in the reliance on public systems data. Data available for measurement are
necessarily limited; most f2ll into two basic categories: Sentinel Events, are events or occurrences,
usually undesirable and infrequent, that trigger a nesd for further review. Major examples include
suicide, no-shows and patients discharged against staff advice. Aggregate Daia Indicators, are

measures which quantify a process or outcome. These include rate-based indicators (proportion or
ansl

ratio) and values that fall on a continuous scale.

Regardless of the type of indicator, data sources and the quality of data are problematic. The
NCR. Panel listed several data sources that can support PPG mesasures. The Centers for Disease
Conrtrol, for example, SUpports the National Notifiable Diseases Surveillance System (NNDSS),
which monitors on a weskly besis the occurrence of a set of disezses imporiant to public health.

Two other surveys that gensrate state-leve! estimates are the National Immunization Survey and the
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BRFSS. CSAT-funded projects, including TOPPS I, the Methadone Treatment Quality Assurance
System, and the State Demand and Needs Assessment Program are valuable sources of data specific
to individual states that allows for some comparisons on a regional or national basis.

While these data sources are strengthened by rigorous attention to technical detail in data
collection as well as comprehensive quality assurance processes, data available through state AQD
agency and other state-level systems is often more problematic. Methodological and conceptual
issues to consider in data collection for MIS performance systems include:

(1) Are quality assurance processes in place to continuously improve data reliability?

@) Are key concepts operationalized in a consistent fashion across the state (e.g. intake,
discharge, treatment completion)?

(3)  Whatis the data submission lag time?

(4)  Are providers “incented” to mislabel data?

(5) Do cause-effect relationships between treatment processes and patient outcomes exist?

A final consideration lies in the meaningfulness of the measures, once collected and
translated into rates. What, in fact, should be expected as the outcome? Are the observed rates
normative and, if so, are those norms what should be? How can providers and MCOs be incented

so that measures improve over time?

The Arizona TOPPS II project proposes to address data limitation issues in a variety of ways,

inciuding developmert of a “gold standard™ for ascertaining whether measures observed in MIS data
mest or exceed our expectations for system performance and patient outcome. '

Measurement Issues Related to Gender and Culturally Competent Services .

A recent spate of articles on gender and culturally cormpetent services were reviewed to
ensure that Arizona TOPPS II is adequately sensitive to the differing needs, expectations, and
outcomes observed among different populations. In Annis, Sklar, and Moser (1997), for example,
gender in' relation to relapse crisis situations, coping, and outcome was recently studied among
treated alcoholics.’ In this study, relapse crisis situations resulting in successful coping (i.e:
abstinence) and unsuccessful coping (i.e.,relapse) were examined in 90 male and 35 female alcohalic
clients over the first 12 weeks following treatment discharge. More similarifies than differences
were observed between the genders in the relapse crisis situations encountered, the number and type
of coping strategies used, and the drinking outcome results. A similar proportion of males and
females successfully abstained in the first 12 weseks postweatment; a combination of cognitive and
behavioral coping was most frequently used by both genders, and negative emotional states
constituted the most commonly reported relapse crisis situation. Survival of a relapse crisis was

wrongly associated with the number of coping strategies used by both men and women. There was
a nonsignificant trend for females to relapse more frequently in negative affect simations (i.e.,

1

negative emotions, conflict with others) and males in the presence of other drinkers.
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Copeland (1997)* studied the qualitative study of barriers to formal treatment among women
who self-managed change in addictive behaviours. The author found that even though alcohol and
drug abuse and dependence are common disorders in our society, the vast majority of those who
recover do so without formal treatment. Although this phenomenon appears to be more common
among women than men there has beenno gender-sensitive research. This qualitative study explored
the barriers to formal treatment seeking among women who self-managed change in their alcohol
and other drug dependence: The principal barriers identified included social stigma and labeling, lack
of awareness of the range of treatment options, concerns about childcare, the perceived economic’
and time costs of residential treatment, concerns about the confrontational models used by some
treatment services, and stereotypical views of clients of treatment services. The author recommended
improving outreach activities, the use of nonconfrontational therapeutic style, understanding and
agreeing upon outcome goals, and evaluation of treatment costs.

In Aktan (1998), the evolution of a substance abuse prevention program with inner city
African-American families was analyzed. The author found that substance abuse prevention
programs successfully implemented and shown to be effective through rigorous evaluation must be
able to respond to participant needs and changing environments In order to sustain themselves. The
author emphasizes the need to respond to participant needs and changing environments to enhance
sustainability and calls for flexible evaluation components to accommodate the dynamic nature of -

substance abuse prevention programs.

Plange (1998)° analyzed the social and behavioral issues related to drinking patterns. The
focus was on patterns of drinking and their outcome, with special emphasis on the patierns of alcoho]

" use affecting mood and behavior that lead to multiple health and societal consequences. Examples
-~ of social drinking patterns in Truk, Fiji, and Iceland illustrate culturally acceptable but inappropriate

patterns of drinking and their outcomes. Excessive drinking has a negative outcome for individuals
and for society, and a regulated, moderate, and responsible pattern of drinking has a positive

outcome on health and well-being.

InZane, et. al (1998)’, the authors analyzed dosage-related changes in a culturally-responsive

prevention program for Asian American youth. The study identified aspects of the intervention that

were related 1o outcome changes in order to berer understand what accounts for the culturally
responszx;;a nature of this program. CTT participants were more knowledgeabie about drugs and
about the negative influences of drugs after completing the program during the school year. Also,
there was 2 significant increase in school competence, but no significant change in thelr perception
of family relations. CTT evinced much less effect on youth and family participants when the
program was conducted in the summer in that nopre-post outcome changes were found for the
summer-based intervention. The investigators discuss the ways in which the dosage differences
between the school and summer programs may have contributed to the observed differences in

outcomes.

None of these recent articles have analyzed cultural issues in relation to American Indians
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;. or Hispanic populations, two of the populations targeted in Arizona TOPPS IL.
( -
Purpose of the Application

The purpose of this application is to participate in a nationwide project among selected states

to define common indicators of performance and patient outcome for substance abuse treatment
services. Participation in the national Steering Committee offers the unique opportunity to
benchmark specific measures against other states’ experiences in order to determine if normative
indicator data is what should be expected. Arizona TOPPS II is composed of four components that
allow for validation of data collected from self-report and establish measures for tten:iing system

performance.

Arizona TOPPS T Goals and Obi ectives

(1

. @)

3)

%

To develop and refine a set of agreed-upon measures of system performance and patient
outcome utilizing a facilitated, consensus panel process. .

a) Develop numerators/denominators that can be "normed" in BHS data system.
b Propose modifications to TOPPS I survey instrument based on suggested measures
c) Develop measures relevant to- unique models of care, particularly detoxification

services versus structured treatment.

To modify the TOPPS I patient outcome instrument, based on measures derived from the
consensus panel, and conduct 2 two-year post-treatment outcome follow-up of the 1,200

patients in the original TOPPS I study.

To conduct an internal MIS study of existing data available for performance measurement,
with a particular focus on monitoring indicators relevant to SAPT Block Grant requirements
. . - 3 . . - . Paniaie ]
including services to pregnant/parenting women and injection drug users. '

a) Develop measures relevant to modalites excluded in the TOPPS I study (e.q.
\ methadone maintenance, crisis services, detoxification) co T

b) Provide numerators and denominators for consensus panel review and feedback.

c) "Norm" indicators over time to identify trends and provide opportunies to benchmark
" against other states. :

£y

To design and conduct and integrated MIS study matching public system patients to other
state-level databases in the areas of hospital admissions, emergency room utilization, rela
criminal involvement, public assistance utilization and access to care for pregnant women
in Medicaid health plans.

al
P

w}
N
]

a) Verify self-reported data from the TOPPS I patient sample by obtaining pre/post
measures for "episodes” in other state data systems.
b) Derive cost-offset and utilization dara for all treatment clieats in other tax-supported

service syseems, including criminal justice, welfare, and primary care.
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. (5)  To integrate outcome and performance measures data derived from TOPPS I and II into
system improvement initiatives, including performarice benchmarks for subcontracting and
MIS modifications that allow effective monitoring of SAPT Block Grant requirements.
a) Develop fields for monitoring involvement in other state agency systems, 1nc:lud1n<:r
criminal justice, welfare and primary health care.
b) Develop fields and algorithms for routine reporting of Block Grant population
requirements and patient outcomes. '

(6)  To participate, with other TOPPS I states, in a cooperative Steering Committee to determine
an appropriate set of measures for treatment outcome and performance at the national level.
a) Develop consensus measures for national reporting
b) Benchmark field and MIS data against other states

B.  Project Approach/Plans

1. _State of the Art in Performance Measurement in Arizona

Arizona health care system reform in the early nineties mandated integration of behavioral

. health services and capitation in lieu of grant funding. The state legislature, Medicaid Agency, and

; BHS/ADHS took steps 1o achieve these objectives, and Arizona has emerged as a leader in the

o public managed behavioral health industry. Currently, Arizona uses a small set of indicators to
monitor its regional MCOs. These include:

1 Active to Open Client Ratio (Standard >90%)
This ratio provides a cornparison of active substance abuse/general mental health clients
(those who have received at least one service in the past 120 days) to all substance
abt‘ls e/general mental health clients enrolled in the system. It provides useful information to
BHS/ADHS regarding time lags in provider billing, intake and discharge processes which,
in turn, reflects RBHA emphasis on managing chent rosters. As such, it is largely a system
proceass, rather than an oufcome, measure. "

(2)  Ethnic Representation (Standard =>100%)
This ratio provides information on the proportion of service dollars (expenditures) by ethnic
group versus the proportion of ethnic groups in the population (Census data).

(3 Referral to Intake Within 7 Days (Standard => 90%
This ratio provides information on access and rapidity of care.

€)) Defensive Interval (St:mdnrd =>30 days)
! Measures an MCO’s/provider’s ability to sustain operations should zll incoming finds ceasa.
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(5)  Financial Viability Ratio (Standard = 1.0)
Measures current assets against current liabilities

Arizona TOPPS I was the first state initiative to develop baselines for patient outcomes. Enterine
(=

the field data collection phase in July 1998 through July 1999, TOPPS I will provide unprecedented
baselines on the long-term outcomes of care in various modalities.

2. Standardized Assessment Instrument/Clinical MIS Features

Measurement of patient outcome implies the need for a standardized assessment tool. Since
1992, a consistent focus of theé BHS Medical Director’s Office has been the design and validation
of the Arizona Level of Functioning Assessment (ALFA). The ALFA was developed as a clinical
risk management tool for Arizona's managed care treatment delivery system. The ALFA utilizes
both DSM diagnosis and an assessment of patient functional level to predict the intensity and/or type
of support services clients require. For example, patients with a combination of diagnosis and
functional level indicating intensive service needs are generally unable to access services themselves
and frequently require both case management and a more supportive treatment environment (e.g.

residential or in-home setting, rather than outpatient or clinic).

Six functional domains are currently measured in the ALFA: (1) Family/Living Situation:
(2) Interpersonal Relations; (3) Self Care/Basic Needs; (4) Substance Use; (5) MedicaI/Pﬂysical- and’
® ’
Role Performance. Completion of the ALFA on all adults and children in the Arizona behavioral
health system at intake, every six months and at discharge has been a BHS/ADHS requirement since
January 1997. ALFA outcomes are currently maintained by the BHS Medical Director’s Office

with analyses performed by the BHS Bureau of Quality Assurance and Managed Care.

A‘s operationalized in the TOPPS I, the ALFA Substance Abuse Outcome Version allows for
prospective assessment of client outcomes at three points in time post-discharge using simple
measurements of patient progress in each functional domain. These measures will be compared to
initial severity at intake to determine which type of clients perform better in which n-eaﬁnent‘sertings
as well as issues surrounding offsets in health care, criminal justice and other arenas relating 10

substance abuse treatment. All data in TOPPS I are self-report.

3. MIS System Capabilifies

Over the past four years, BHS has made great progress In developing the system capacities
nesded to support statistical activities. Asan outgrowth of these efforts, the current system Dermits
collection, analysis, and reporting of data which are used for systems managemext, pelicy decisions.
evaluation, performance assessment, and research in the State. The information sysiem requiremen.:é
of BHS and its regional MCOs are quite advanced due to the combination of Title XIX claims
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requirements, a capitated reimburse structure, the need for integration across five difference regional
MCOs and the need for an interface between multiple database. The following databases COI’;Drise

the BHS MIS system:

(1)  Electronic Claims Processing
: Cliams processing and service authorization support, including intake information on

treatment patients.

(2)  Client Information System
Mainted by BHS to monitor services delivered to patients. CIS is a decision Support systern
containing data extracted from the claims system, including assessment, intake, service
autorization and claims details. Specific fields include: dates of intake, dates of service
provider site, discharge date, demographic information (residence, income, family size’
special population including pregnant women and injection drug users, dual diagnosis, etc )’
services authorized (type, units). R

(3) MCO Information Systems
Maintained by MCOs to facilitiate management and utilization review functions, including
contract management, provider network and third party collection activities. D

6] BHS Information Systems ,
Internal databases that track consumer satisfaction from the annual consumer survey, quality
management data from the community audit protocol and quality management data frc;m the
case file review audit. Currently, the ALFA is maintained as an internal database.

The primary point of contact for patients entering the system is the Claims Processing
Database. In this system, providers enter intake and eligibility information in order to receive Z
service authorization and receive renumeration for services. Intakes must be entered within seven
days of first service. Each client intake record, which serves as the link between all BHS data
systems, contains a unique patient-identifying ID.

4 Arizona TOPPS TI State/Inter-State Anﬁroach

Arizona TOPPS II proposes a set of thres performance and outcome studies coordinated
through an umbrella consensus panel. Each study is designed to support the development and
refinement of performance and outcome measures to be incorporated into the state MiS, using a
mixture of both integrated data systems and field study samples. These studies are designed to m;et
CSAT’s goals and objectives for TOPPSII: to §upport inter-State consensus based deci;ion making
regarding the development of standardized AOD treatment performance and outcome measuresv.
Arizona's research interest is shaped by the following project questions:
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(3)

.6’ State Approach )

How can management information systems or performance and outcome monitorine
o =

systems be developed to address treatment outcomes and peformance issues?

Arizona proposes to develop a set of agreed-upon indicators for measuring treatment

- performance (both systemic and outcome) through a consensus panel process involving
=

representatives of BHS, regional MCOs and substance abuse providers. In addition to
developing parameters and specific measures (numerators and denominators), the panel will
separately consider the choice of indicators relevant to varied models of care, particularly
detoxification services versus structured treatment, as well as the differeing needs of
culturally diverse populations. Measures developed by the panel will be used to modify the
TOPPS I patient outcome survey for a two-year follow-up interview of the long-term effects

of treatment.

What are the outcomes of different treatment modalities on the substance abuse client

population to be measured? -
The Arizona TOPPS I project is a prospective study of 1,200 treatment clients interviewed

_ at three points in time post-treatment discharge. Analyses-were specifically designed to

address level and intensity of care across four areas: outpatient, intensive outpatient, short-
term residential, long-term residential. In TOPPS II, Arizona proposes a two-year follow-up
interview with the same patient sample to ascertain the long-term effects of structured
treatment and matching data back to the level of care of the TOPPS I study. Validafion of
self-reported data will be conducted through review of the BHS MIS (relapse) and an
Integrative Study of other state data systems (criminal justice, emergency room, hospital
admissions, TANF, pregnant women in Medicaid health plans). )

What special procedures are necessary to evaluate vulnerable populations as they
proceed from intake to follow-up? :

Decision support for the consensus panel process includes a special study of the BHS MIS
system. Of particular interest will be measures capable of addressing SAPT Block Grant and
quality of care standards for pregnant women, WOmeR with children and injection drug users.
Once an indicator is selected, data for numerators and denominators will be cuiled on a
quarteljly' basis and "normed" over the course of the three-year TOPPS II project.
Comparisons of Arizona data against data from other TOPPS I states will provide an
invaluable opportunity to benchmark and consider issues of expectations for the outcomes

of care.

Inter-State Aporoach

(1)

Can similar outcome measures be used regardless of the mechanism by which State

fund substance abuse services?
As a participant in the national Steering Comrmittes, Arizona hopes to benchmark its data
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against the experiences of other states. Questions which naturally fallout of such an initiative
include those surrounding differences that may result from funding and entitlement status
public, legislative and state AOD agency expectations around how much progress should b;
reflected in an indicator, as well as issues surrounding regional variations. Arizona intends
to participate as 2 full member of the committee, including coordination of the inter-state
design features with those proposed for state-level implementation in TOPPS II.

5. Participatorv Process

, The TOPPS II consensus panel builds off activities initiated under TOPPS I to provide input

into data analysis and study design from representatives of the regional MCOs ‘and treatment
providers. In TOPPS 1, a special advisory group Wwas convened through the Quality of Care
Committee of the Arizona Association of Behavioral Health Providers. Membership was expanded
to include a selection of substance abuse treatment facilities not currently members of the
Association. TOPPS I staff mest quarterly with the advisory group to provide updates and examine

data collection issues.

For TOPPS 1I, Arizona proposes 1o use the same advisory group as a core team for the
consenis panel. Membership on the consensus panel will be further expanded to include a variety of
providers of substance abuse treatment services. Consideration will be given to involvement of

representatives of other public systems impacted by substance abuse to identify measures appropriate
to their expected outcomes. For example, 2 representative of the child welfare system_may‘be invited
to discuss potential indicators for measurement of family reunification as a freatment outcome.

Tnternal coordination on issues of quality of care, ALFA outcomes and MIS modifications
will occur through inclusion of appropriate staff on the consensus panel. As detailed in the
Management Plan, the BHS Medical Director’s Office, BHS Bureau of Managed Care and Quality
Assurance and the MIS Liaison will be standing members of the consensus panel.

Letters of coordination/support from the regional MCOs and substance abuse treatment

providers are included as Appendix 4.

6. Tarset Population/Target Services

The target population for the Arizona TOPPS II project are adults receiving drug and alcohol
abuse treatment services as of August 1, 1998 (e.g. field launch date for the TOPPS 1 sample). No
exclusionary criteria have been established for the project, although certain studies (MIS Study and
Integrative Data System Study) will explore the £ull continuum of care in 2 more comprehensive
fashion. Primarily, TOPPS I focused on outcomes following a structured course of care and,
therefore, did not include crisis services, methadone maintenace or detoxification. These levels will
also not be included in the TOPPS 1 Two-Year Follow-Up Study. However, special indicators will

be discussed in the consensus process and refined through both the MIS and Integrative Studies to
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. address all modalities provided in Arizona. A special feature of interest is the provision of
( : Traditional Healer services to members of the 21 recognized Native American tribes within Arjzona.

Case-mix adjustments will be applied in all data analysis in order to compare differing
outcomes among different populations. The following adjustments will be conducted: -

(1) Patient characteristics, including age, gender, entitlement status/Title XTX, race/ethnicity

(2)  Level of Care and Treatment Modality, including methadone, detoxification, outpatient
intensive outpatient, residential : ’

(3)  Region .

(4)  Special Population Status, including individuals with co-occurring
women, women with children and injection drug users. (CIS intake),

(5)  ALFA Severity at Intake, including clinicians’ scores for the six ALFA functiona] dormains

disorders, pregnant

The following table details the characteristics of substance abuse patients who received
treatment and detoxification services (e.g. non-crisis) during 1996-97.

primary

{ 1824 2,662 1,225 N
- 2544 11,465 5,595
45-64 2,386 761 |
65+ 200 69 ]
‘ Age/Gender 16,713 7,650

Totals

Rack/Efliniciry

‘White Hispanic Nat. Am.

14,837 5,683 1,707

Black ‘] .

1,803

*Special Charactéristics

Medicaid 11% Pregnant
Private 3% Dependent 13y j
Insurance Child

‘\ﬁ(“r.

| Page 13 Bureau of Substance Abuse/BHS/ ADHS Arizona TOPPS |1



.
L«i o

Uninsured ' 86% IDU . 19%

C. Project Design and Analysis Plan

1. Project Design

Arizona TOPPS II proposes a set of three interrelated studies capable of producing indicators
and both normative and baseline data for substance abuse treatment services. Indicators developed
in the course of the project include both system performance measures and patient outcome measures
with differing processes for ensuring the quality and validity of the data. The studies will be refined
and continously monitored through an in-state consensus panel process, as well as participation in
the inter-state steering committee established through the TOPPS II Cooperative Aéreement.

Individual study approaches are as follows:

2. Consensus Panel Process

BHS will convene a panel of staff and representatives of the five regional MCOs, as well as
treatment providers representing the mix of modalities available in Arizona (outpatient, intensive
outpatient, residential, detoxification and methadone). The panel will be chaired by the TOPPS II
Project Director and include other members of the TOPPS II research team. A facilitator will lead
all discussions and assist in achieving group consensus. Mesting management, ongoing literature
review and coordination of monthly communications to the panel (minutes of past mestings
abstracts on relevant literature, data mining and trending reports) will be managed by Hi-Tech I;IC,
The panel will meet monthly in Year I and quarterly thereafter for facilitated discussions
surrounding the appropriateness and utility of various measures 01 System performance and treatment
outcome. Normative data (numerators/denominators) drawn from the BHS MIS system will be
provided for discussion and trend analysis by the Rural Health Office. Trending will continue forthe
duration of the TOPPS II project, allowing for comparisons to literature and benchmarking with
other states, as well as detection of regional differences in performance and treatment outco?ne.

As a member of NASADAD, Arizona is a participant in the national review of suggested
performance measures developed by the NASADAD data group and proposed for inCh;S?on in
TOPPS II. Capability to measure the NASADAD set as well as many of the Arizona recomended
indicators currently exists in'the BHS MIS system or were developed for field application in the
TOPPS I prospective study and related research initiatives, such as the CSAT Needs Assessment.
Numerators/denominators for other indicators will be addressed in the thres TOPPS II studies. These

measures will form the basis for discussion in the consensus panel.

3. VIS Study
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The TOPPS I research team will conduct data mining activities of existing BHS information
systems to provide decision support data for the consensus panel process. This study will focus on
system performance measures and “norming” data over time, and includes a special focus on
measurements sensitive to the requirements of the SAPT Block Grant for pregnant/parenting women
and injection drug users. As requirements of the Block Grant are defined in federal statutue, the
consensus panel will specifically chsider the follow.ing indicators, in addition to others they se’le(:t:

. System Performance: How quickly do patients/clients access the system?
What is the retention rate (LOS)?

. SAPT Block Grant: Pre'agnant/parenting women, IDU's access/interim treatment
. ALFA Functional Change: Arizona's intake assessment instrument

. Average cost by modality: Service value by level of care

. Quality: Richness of array (Number and types of services delivered)

. - Penetration rate: Number of persons treated (BHS MIS)

# who need and want treatment (CSAT Needs Assessment)
Case-mix adjustments, as described in section B, will be applied to all MIS data.

Planning and Development Phase

DuringYear 1, MIS tapes will be obtained and preliminary baseline data culled for panel
review on a monthly basis. The outcome will be recommendations and/or other issues that will be
further elaborated upon in steering comumittees, as desired by the consensus panel.

Implementation Phase-
During Year2, the normative data will be trended quarterly and modifications to the selected

indicators by consensus of the national steering committes and the consensus panel. Based on these
outcomes, modifications to the TOPPS 1 instrument that address system performance and new client
outcome baseline will be developed.

Analysis and Dissemination Phase
Following review of Year 2 MIS data, a report will be prepared for the consensus panel,
including recommendations for MIS system/fleld modifications.

4. Intecrated MIS/Survey Verifieation Studv

The importance of validating client self-report with objective measures is obvious. A good
evaluation plan of treatment outcomes necessitates the use of independent measures that can
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validate subject self-report. Such independent measures can be obtained through state agencies
which collect information on the population that BHS serves.

The Integrated MIS Study serves two purposes in the TOPPS II design. First, it acts as a
verification method for patients included in the TOPPS I survey and targeted for the two-year
TOPPS TI follow-up. The study is aimed at determining the level of under-reporting of sentinel
events, including criminal involvement, relapse, and emergency room utilization, and identifies the
ALFA domains within which events seriously jeopardize treatment success. Second, the study
allows for an improved understanding of potential cost-offsets in criminal justice, health care and

* other social services through the provision of substance abuse treatment services.

To validate client self-report, the major guiding factor in selecting objective measures is the
availability of such measures within the state system. In addition, these measures also need to be
pertinent to the treatment outcomes to be assessed. The TOPPS I instrument assesses outcome in
six domains, based on the ALFA. Several sources of data will be targeted for developing an
integrated database needed to accomplish this task. Arizona proposes to utilize the following
domains for self-report validation: criminal, BHS utilization, hospital and emergency room medical
care. Depending upon Tesources and time required to complete these datasets, use of public
assistance (TANF) and Medicaid services (AHCCCS) may also be added to the study.

Data Type Data Source Qutcome/Cost-Offset Indicators
Hospital discharge data | Arizona Department of 1. Presenting problems ’
Health Services 2. Length of stay (days) -
3. Number of admissions
‘Emergency room data | Arizona Department of 1. Number of medical episodes
Health Services 2. Number of substance abuse-related

crisis episodes

Treatment utilization | Behavioral Health Services | 1. Length of stay (days)
data (CIS/EDS) 2. Type of services/Level of care
‘ . Patient characteristics

LI

Crime data Selected Sheriff’s 1. Number of days incarcerated
departments 2. Number of arrests
' 3. Types of crimes
TANF Department of Economic 1. Participation rate
Security
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Medicaid utilization AHCCCS health plan 1. Number of pregnant women
database screened

2. Number of pregnant women
referred for treatment & received it

Planning and Implementation Phase
During Year 1, appropriate agency contacts will be conducted to obtain hospital discharge,

emergency room and criminal justice data. Cleaning and review of BHS treatment utilization data
will proceed for the MIS study. In order to provide a pre/post treatment outcome survey verification
function, databases must be secured for two points in time: Baseline Year: 1997-1998, the year
prior to the field launch of the TOPPS 1 survey (July 1998); and Comparison Year: 1998-1999, the
year during which the TOPPS I survey is in the field. .

~ In order to develop the integrated database, ad algorithm will be developed to accurately -

match client identifiers. Although client names may be available in most of the databases, other
characteristics will have to be matched to minimize false positives. This could include county
information, portions of social security numbers, date of birth, ethnicity, and gender. The most
complete set of client characteristics will be available through the BHS data system and, for the
subset of patients whose data will be verified, the demographic information collected in the TOPPS
1 survey. Depending on the dataset, the degree of concurrence will be determined as the decision
criteria for accepting a match. A further facilitating factor is the fact that BHS data has information
regarding the client’s participation with other agencies, including DES and Corrections.

The following shows the types of information that can be used for matching across databases.

Database Matching information

Hospital and Emergency 100m Social security number or Insurance certificate number

databases Gender
Date of Birth

) Residence (address, Zip code, county)
- Name '

Crime database Name
Social security number

Residence (address, county)
Date of Birth
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BHS CIS/EDS Social security number
Gender

Date of Birth ,
Residence (address, zip code, county)
Name

AHCCCSID

TANF and AHCCCS Name
Social Security Number

Gender
Address

Potential Challenges to the Research Design

Data inaccuracy: Dataobtained through the various agencies will reflect the differences in the data
collection mode as well as the completeness of the information gathered. In some cases, data may
be entered following a visual inspection, resulting, for instance, in ethnicity being incorrectly

‘determined. Names may not be taken if the individuals presented with 2n emergency, or were unable

or unwilling to furnish any information. To minimize such errors, the decision criteria to accept 2
match will weight some demographic characteristics more heavily than others. For example, date
of birth and gender may be less subject to such errors than ethnicity. : *_
Missing data The agency may not provide sufficient data so that a match can be made. To ensure
full participation of the agencies involved, all agencies to be targeted will be asked for a commitment
to facilitate the process. A certificate of confidentiality will be obtained o ensure that client
confidentiality is protected. In addition, the benefIts of the study will be impressed upon them (the
agencies), showing the need for accurate data to determine treatment outcomes for clients who could

be costly to the agencies otherwise.

Inability to establish positive outcomes uneguivocally: It may be assumed that if individuals do
not appear in any of the files provided by the agencies, then they did not cycle through those
agencies, thus conferring “good” treatment outcomes. However, such an assumption is based on at
least two other assumptions: that the clients are still residents of Arizona and did not interact with
out-of-state agencies (e.g., hospitals, police departments, behavioral health agencies), and that all
potential matches were accurately determined. Asa checking procedure, those individuals followed
up who reported having had interactions with any of the abovementioned agencies will be checked
against the objective data. Absence of corroborating evidence will be further assessed to determine.
if this constitutes a major challenge to utilizing agency data to validate client self-report.

Analvysis
A matched analysis using suitable correlations for binary outcomes will be conducted first

Burean of Substance Abuse/ BHS/ADHS  Arizona TOPPS I




o

between self-report and indicator data for each of the domains listed earlier using dummy variables.
For example, for the hospitalization variable, a mention by the client that s’he was hospitalized will
be coded 1, and a match in the hospital discharge variable within the same time frame will also be
coded as 1. The correlation coefficient will provide an estimate of the measure of agreement between
self-report and independent data from databases. Next, to determine whether there are discernible
paths that BHS clients take, the types of interactions (hospital, emergency room or criminal justice
involvement) can be described using limited time sequence information. With sufficient time
sequence information, the probability of various paths (e.g., cycling through emergency rooms, or
crirninal justice system, €tc.) taken following treatment can be determined. The probability of each
outcome can be estimated based on 2 binomial logistic regression model. The impact of covariates
such as past treatment history, existence of dual diagnosis, and past psychiatric status on the
predictability of particular destinations (e.g., emergency room, or jail, or more drug abuse treatment)
will also be assessed. The path will provide probabilities for each stage or combination of stages.

At the conclusion of this study, an estimate of the degree of concurrence between client self-
report and agency data will be produced. In addition, the various paths that clients may take
following treatment will also be described, with data showing cost-offset as a consequence of

. treatnc_ant.

4. Two-Year TOPPS Patient Outcome Survey

This component of the study will allow us to gather outcome measures form our original
TOPPS I sample at the second year post discharge. (For details on the TOPPS I research design and
instrumentation, see Appendix 5: Data Collection Instruments/Interveiw Protocols)

~ Issues of follow-up are particularly difficult with a dynamic treatment population. Providers
with particularly large homeless and transient clientele will be monitored by specially trained BRC
interviewers to ensure collection of all possible follow-up and recontact information. Use of subject
incentives for each data collection point will assist in subject compliance.

Plapnine and Development Phase
Modifications to the TOPPS I instrument will be based on consensus panel deliberations and

findings from the MIS study- The sampling plan requires a follow-up for 1,200 patients originally
included in the TOPPS I study and reflective of the statewide freatment census by age, gender,
race/ethnicity and program size. As dafa collection for the TOPPS 1 field study winds down during
early 1999, the TOPPS Il team will utilize this opportunity to recontact patients fo encourage their
continued participation in the study and to thank them for their past involvement. Preparations for

OMB Clearance will occur near the end of the year.

Implementation Phase
During Year 2, the modified survey instrument will be CATI programmed and all changes

to data collection, disposition and follow-up forms completed. The field portion will begin we will
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collect outcome data at the second year post discharge from our TOPPS I sample. The final data
analysis plan, developed in concert with the consensus panel, will address the same major analyses
detailed in the TOPPS I data analysis protocol. Self-reported outcomes will be assessed in terms of
their validity through the Integrative Database Study.

The final analysis plan will include descriptive and multivariate analyses. Specific analyses include:

(a)  Representativeness. The sample will be compared to client admissions data from the most
recent fiscal year to ensure representativeness for the modalities under investigation.

(b)  Population characteristics. General descriptive characteristics include gender, age
ethnicity, drug/alcohol use, completed/not-completed and Medicaid eliziblest S

©) Patient Outcomes. Displayed asamean level change from intake to discl;arge to 6 months/9
months post-discharge for treatment completers and non-completers. Discrete variables will
be assessed using percent change. Items of interest include: income and employment
education, recent arrests, continued drug use, current housing situation, leng‘th‘of stay ir;
treatment, etc.). :

(d)  Predictors. Repeated measures analysis of variance and logistic regression will include
treatment modality, length of stay, and geographic residence as categorical predictors

_(independent predictors). Logistic regression techniques will be used to identify, by primary
client characteristics, level of care, geographic area and additional intake variables where
practical, what predicts good treatment outcome for the entire treated population.

(¢)  Regional Differences. When possible given final sample size and margin of error
categorical predictors will be assessed using the products of modality x residence and Iencﬂ;
of stay x residence will indicate whether the relationship between program outcome :nd
sreatment modality, and length of stay differ by region. -

5. Analysis and Dissemination of TOPPS II Data

Analysis plans for integration of performance and outcome measures for the three TOPPS
1I studies.will be developed In concert with the consensus panel. Although a variety of internal
reports from MIS data will be generated for consensus panel review, formal reports will occur on
an annual basis and reflect CSAT reporting guidelines: 15 months, 23 months and 36 months
following award. The final report will contain 2 list of indicators with appropriate numerators
denominators and algorithms, for integration within BHS MIS systems. S

D. Management Plan, Staffing, Project Organization and Resources

1. TOPPS II: O.verall QOrganization

The Arizona Treatment Outcomes and Performance Pilot Studies Enhancement (TOPPS II)
Study is a project of the Bureau of Substance Abuse, Division of Behavioral Health Services
Arizona Department of Health Services. The ADHS is the Single State Agency Recipient of the
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S ubstance Abuse Prevention and Treatment Block Grants. Within ADHS, the Division of Behavioral

Health Services provides leadership, policy guidance and administrative functions for the publicly-
funded mental health system, including drug and alcohol treatment. Within BHS, the Bureau of
Substance Abuse is one of three population-specific program offices with specific expertise in drug
and alcohol treatment programming. TOPPS I and II Project Director Christina Dye is a full-timce

employee of the BSA.

2. TOPPS Il Management Structure / Project Feasibility

Pory

For TOPPS I1, the Bureau of Substance Abuse proposes the same personnel and management
structure which was successfully implemented during TOPPS I and is leading to the success of that

project.

+ Subcontracts/Project Management. Christina Dye, Project Director, holds direct
responsibility for project oversight and all subcontracting relationships, including those
internal to ADHS (personnel, budget, facilities, procurement, etc) and those external (CSAT

reporting).

+ - Operations Management. Thomas Pynn, of HI-TECH International is responsible for all
day-to-day operational activities, with a particular emphasis on coordinating workflow to

meet protocol/CSAT timeframes and all quality assurance activities. Mr. Pynn holds primary -

responsibility for development of data analysis plans, as well as conduct of data analysis for
the two-year patient follow-up study. Mr. Pynn is directly supervised by Ms. Dye.

+ Data Management. Primary responsibility forall MIS data functions lies with Jenny Chong, -

Ph.D. of the Rural Health Office, University of Arizona. Dr. Chong reports directly to Ms.
Dye. Survey data management control lies with Behavior Research Center.

+ Data Analysis/Reporting. As in TOPPS I, data analysis and report development fallé nto
the purview of the TOPPS II Study Team, which works collaboratively to produce the best

possible data product.

+ Report Dissemination/Marketing. In herrole as TOPPS I Project Director, Ms. Dye holds
primary responsibility for marketing and dissemination. In this capacity, Ms. Dye works in
a support role to the Assistant Director for BHS, the BHS Management Team, and the
Regional MCO Directors in developing practical products and tools for improving the
service system and advocating for new resources.

Management Methods / Project Feasibility

L)

The Project Director uses a variety of methods to assurs adherence to the technical protocols
and compliance with CSAT and ADHS objectives. ‘
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+ Personnel. Chief among these is recruitment and retention of key project personnel by
providing multiple opportunities for training, presenting and other avenues of professional
growth. Publication of results is also encouraged.

+ Team Approach. By direct involvement of project personnel in crucial decision-making for
the family of studies (e.g. TOPPS II Study Team), the Project Director cultivates owner;hip
and commitment to the technical work. '

+ Performance Standards. Subcontracts developed for the individual smdies (e.g. MIS
Studies, Patient Outcome Study) contain specific performance measures to ensure that final
data can support accurate prevalence estimation. These include standards for contacts,
refusals, completion rates and ongoing progress reporting to the Project Manager.

+ Consultants. Consultants are used in a highly-focused fashion. Rather than issuing a
subcontracting for general work, a technical statement of work is developed for each
procurement work order with specific tasks and deliverables. Although this approach
requires more paper, it allows consultant work to be managed carefully to stay on target,

while conserving project resources.

+ Deliverables. Payments to subcontractors and comsultants are based on specified
deliverables, such as the annual workplan or a technical protocol. In addition, deliverables
are designed to serve as status reports or key milestone reports that can be easily rolled up
into an annual report or special project report without requiring development of additional

reports. This focuses work on mesting specific milestone product objectives.

3. Key Personnel

TOPPS II Study Team
The Arizona Treatment Outcomes and Performance Pilot Studies Enhancement (TOPPS II)

study is pleased to propose
years’ experience in conducting the family of research studies in Arizona, the TOPPS II Study Team

offers continued pursuit of excellence in the conduct of studies and teamwork relationships forged
over the course of TOPPS 1. (See Appendix 6: TOPPS I Study Team and Project Organization

Charts) :

The Study Team is comprised primarily of the Project Director, Project Manager, and RHO
MIS Study Director. Given the elevated degree of statistical modeling to be applied in TOPPS II, 2
biostatistician will serve as technical consultant to the Team. As nesded, other research staff and
consultants are tapped through project-specific subcontracts and work orders to provide necessary
expertise. Under the guidance and direction of the TOPPS II Project Director, the Team is
responsible for the uniformity, consistency and technical excellence of all smudies, with a sirong
focus on integration of disparate data and applications in planning, policy formulation and resourc;
allocations. Specific areas for team focus include: development of standardizzd operational
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definitions, conducting interpretative analysis of each study findings and, in particular, how studies
and findings are integrated and interwoven to provide whole population descriptions and models for
substance abuse treatment outcomes periormance measures in Arizona. In addition, the Team
addresses selection of statistical methods for data analysis, establishing statistical standards for data
collection and integrity of the data, and providing oversight for the overall coordination of all

members of the TOPPS II “family.”

TOPPS II Project Director: Christina Dve (.30FTE)

Primary responsibility for the overall direction and coordination of lies with Christina Dye,
Director of the Bureaw of Substance Abuse, BHS/ADHS. Ms. Dye was a senior technical proposal
author for TOPPS I and has continued her role in preparing this proposal. For her work in the recent
Arizoma Needs Assessment project (AZNAS 1), Ms. Dye was appointed a Visiting Scientist to
Harvard University, National Technical Center for Substance Abuse Needs Assessment, in 1996. She
is one of two Visiting Scientists so designated in the CSAT program’s six-year history.

Ms. Dye provides project oversight to ensure that conduct of the studies meets CSAT’s and
ADHS’ needs and objectives in terms of data applications in planning, budgeting, advocacy and
resource allocations. Ms. Dye holds chief responsibility for adequate assurances and mechanisms
10 ensure the confidentiality of all MIS studies involving patient-identifying information, as well as
field study protocols and informed consents. Ms. Dye is also responsible for all subcontracting
relationships for TOPPS II, as well as reporting to CSAT. Finally, Ms. Dye brings more than 1;
years experience in substance abuse publishing and health education to the task of creating policy
products and TOPPS I reports that clearly articulate the dimension of substance abuse problemé in
our state and uses of needs assessment data in addressing those problems. Thus, in TOPPS II, Ms.
Dye will continue her leadership as coordinator of the four studies of which the study is comprised,
as well as expanding linkages with Trbal communities and statewide mental health advocacy
groups, such as the Regional MCO directors and the Association of Behavioral Health Providers.

TOPPS II MIS Study Director: Jennv Chong, Ph.D. (40FTE)

Dr., Chong holds primary responsibility for data management and ensuring the statistical
quality and integrity of the MIS studies proposed under TOPPS IL. Dr. Chong’s particular focus for
TOPPS 1T is the conduct of the Integrative MIS Studies, for which she is project P.I. In this capacity
Dr. Chong will provide population numerators and denominators for indicators, expert OpinAion o‘n’
feasibility of data needs, assess the indicators for special populations, Ensure linkages between
instrument and MIS/Integrative Databases studies, Dr. Chong is responsible for data analysis, data
integration and reports to meet the needs of the TOPPS 11 workplan and the Project Director.

Dr. Chong is currently Research Assistant Professor, Department of Family and Community
Medicine, University of Arizona. Shehas carried out research at the Department of Psychology and
the Department of Community Medicine at the University of Arizona since 1990, including serving
as Principal Investigator for the CSAT funded State Demand and Nesds Assessment Program, now
in its fourth year. In this capacity she holds primary responsibility for development of the AZNAS
Social Indicator Database, and brings more than thres years’ experience in processing large state
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agency databases, including criminal justice, hosptial discharge and death certificates, for
associations with drug and alcohol use. She has published numerous articles on substance abuse
treatment, homelessness and substance abuse, and has been involved in many studies of American

Indians.

TOPPS Field Study Manger J oseph Oseroff (1.0 FTE)

M. Oseroff currently manages the TOPPS I field study as a full-time BHS employee. His
responsibilities include coordination of all study operations, interviewer training and subject contact
protocols, providerrecruitment and retention and assisting Ms.Dye in marketing of TOPPS findings.
Mr. Oseroff, under the guidance of Ms. Dye, is responsible for assuring all adequate subj ect.
protections and informed consent procedures for patients in the prospective field study. Mr.
Oseroff's role in the proposed TOPPS II project includes operational management of the two-year
prospective field study and expert input into the consensus panel and other studies.

TOPPS II EDP Liaison Nancv Majette (15FTE)

Ms. Majette is offered as an in-kind match to the TOPPS II to provide technical oversight of
the development of the MIS Studies. Ms. Majette currently serves as EDP Liaison for Behavioral
Health Services. In this capacity she s pioneering state agency applications of GIS for performance
monitoring of managed behavioral health care. Ms. Majette will serve as technical liaison for the
TOPPS II Study Team in obtaining necessary datafiles from the Client Information System, as well
as preparation of final documentation manuals surrounding indicators and their algorithms.

4, Subcontractors

HI-TECH International

HI-TECHINTERNATIONAL, INC. was founded in 1983 to provide information technology
and training services to government and private industry. Initially, HI-TECH provided automated
system design and software applications training for clients in fields ranging from
telecommunications to biomedical research. Since then, the company has adapted its technical
expertise ‘while expanding services to mest the rapidly growing needs in the health and human

services arena, including Arizona TOPPS L

Evaluation is becoming more important for policy makers and practitionersin social services,
education and training, and for professionals in virually every institutional setting, from schools to
community grass-foots organizations. The public is demanding more accountability and value for
its tax dollars. HI-TECH conducts policy analyses and program evaluations for several clients,
including the National Institute on Drug Abuse. Staff are versed in a large reperioire of social

service research methods and techniques, both qualitative and quantitative.

TOPPS II Corporate Monitor: HI-TECH International: Stmon Holliday (40FTE)

Simon Holliday will serve as Corporate Monitor for this study, meeting monthly with the
Project Director and other staff 10 ensure quality and provide COrpOrate resources asnesded to ensure
that the project is completed on time and within budget. In this role, he holds primary responsibility
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for administration of the consensus panel process, including recruitment of the facilitator. Mr.
Holliday has a B.S. in Psychology from Sioux Falls College, and graduate studies in public
administration at the University of Maryland and George Washington University. He served as
Chief, Mental Health, Alcohol and Addiction Services for the Districtof Columbia from 1979-1982,
and was Chief of the Office of Health Planning and Development from 1982-1991.

TOPPS II Project Manager: Thomas Pynn (.80 FTE)

As Project Manager, Mr. Pynn will develop the literature review and compile information
on 2ll projects. He will prepare panel notes and mailings, and supervise the facilitation of the
consensus panel. For the MIS Study, he will review indicators and the methods used to carry out the
MIS Study. For the MIS/Survey Verification Study, he will help design the matching criteria,
coordinate and finalize the analysis plan, develop and coordinate the annual and final reports, and
present and discuss findings with the consensus panel. Finally, for the Two Year Patient Outcome
Survey, Mr Pynnis responsible for modifications to the instrument, a revised data analysis plan, the .

data analysis and final reports.

Mr. Pynn has carried out research in substance abuse since 1978, as Director of the National
Drug and Alcoholism Treatment Utilization Survey NDATUS) from 1979-1985. During those same
years, he directed the State Alcoholism Profile Information System (SAPIS), and provided research
analyst services to a study of drinking and smoking implemented by the General Electric
Corporation. In 1983-1985, he implemented a series of youth. surveys for the New York State
Division of Alcoholism. From 1982-1986 he was Senior Scientist on the HCFA Alcoholism

Services Demonstration project.

As Senior Consultant to the Department of State in 1989-1994, Mr. Pynn provided
workshops and supported conferences in drug abuse prevention, treatment and public_awareness
programming 1o Argentina, Bolivia, Colombia, Chile, Ecuador, Guatemala, Jamaica, Mexico,
Pakistan, Panama, Peru, and Venezuela. As Director of the Division of Applied Behavioral Sciences
in 1992-1995, Mr. Pynn monitored and participated in the Technical Assistance Services to
Communities project for CSAP, the Teen Drinking Prevention Program in eight cities across the
USA, the 1994 Campaign against drinking and drugged driving sponsored by NHTSA and CSAP,
and the Urban Youth Campaign. He has directed the HI-TECH International portion of the Arizona

TOPPS study since 1997.

TOPPS II Biostatistical Consultant: Jeffrey Wilson. Ph.D. (20FTE)

A new addition to the TOPPS II Study Team, Dr. Jeffrey Wilson is a senior biostatistician
at the Arizona State University School of Health Administration and Policy and Professor of
Statistics for the ASU Department of Economics. With specialized expertise in statistical modeling,
sample design and sample weighting, and logistic regression, Dr. Wilson will serve as a per projea
consultant to the TOPPS II Team in developing models and analyses that support integration and
interpretation of data developed during the study. Tn particular, Dr. Wilson provides authority and

xpertise in selection of statistical methods and controlling for the many sources of bias that 5’;}:161'96
in modeling. In this capacity, he will assist in providing population parameters for indicators fom
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BHS data, develop algorithms for the MIS Study and the Integrated MIS/Survey Verification Study,
provide sampling strategies for the processing of tapes, present findings to the consensus panel, assist
in drafiing of annual and final reports, and the development of sample design and weighting methods
for the Two-Year Patient Outcome Survey.

TOPPS II Senior Analyst: HI-TECH International: Bonnie B. Wilford (20FTE)

Bonnie B.Wilford will be a Senior Analyst on the project. She will review all products to
ensure quality, including the analysis plan, training materials, and draft reports. As support to the
Project Manager, Ms. Wilford will conduct and compile literature reviews and address technical and
feasibility issues as required.

Ms. Wilford has an extensive and distinguished background in the alcohol and drug abuse
field as 2 program director, educator, and policy analyst. In addition, she has more than 10 years
of experience in the management of sophisticated, multiagency programs. Ms. Wilford's project
management experience includes 10 years as Director of the AMA Department of Substance Abuse
and a 3-year rotation as Director of the American Medical Association (AMA) Division of Clinical
Science, during which she had overall administrative responsibility for planning, budgets, staffing,
and performance of four operating departments. For & years, she also provided staff support to AMA
advisory committees and the AMA Council on Scientific Affairs. In addition, she has served on
numerous Federal advisory committees and study commissions. |

2. Behavior Research Center

BRC served as the primary subcontractor for conducting the CSAT-funded Arizona
Substance Abuse Needs Assessment Telephone Household Survey .of more than 8,600 adults in
Arizona. In this capacity, the agency delivered 1,000 more completed interviews than designated in
its subcontract with ADHS, achieved a statewide refusal conversion rate of 15%, and completed
interviews with 66% (statewide) of eligible households contacted. As primary subcontractor for the
TOPPS II Study, BRC will replicate its data collection role in TOPPS I, including responsibility for
recruitment, supervision and training of interviewers, respondent interviewing, respondent database
management, and preliminary data cleaning and coding. Overall, BRC will responsible for ensuring
a high response rate for the Two-Year Patient Outcome Survey sample.

Bruce Hernandez. Proiect Director (.0SFTE) :

Responsible for overall execution of the TOPPS I Two-Year Follow-Up Study in accordance
with technical standards and procedures established in the research protocol, including internal
procedures, implementation of the quality assurance/monitoring plan, site study management and
preparation of survey progress reports. Mr. Hemandez will also assist in development of the
interviewer training module and coordinate preparations for Interviewer training, including
recruitment of staff and supervision of the Field Manager. -

Carol Dries. Sr. Proiect Manager (10FTE)
Directly supervises and schedules operational activities of the field team (Field Director),
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data coding team (Coding Supervisor) and computer team (Data Processing Manager) in executing
the TOPPS II protocol per technical and timeframe specifications. -

Field Director (.04 FTE)

Reports to the Project Manager; responsible for maintaining coordination and oversight and
meeting study timeframes for all aspects of interviewing for telephone and face-to-face interviews.
Directly supervises Assistant Field Director in scheduling and supervision of 10 interviewers.

Data Processing Manager 03FTE)

Reports to the Project Manager. Responsible for coordination and scheduling of name/phone
matches, data extracts for progress reports, as well as preliminary cleaning of final data base.
Specifically responsible for maintaining the “look-up” file that matches completed interviews with
non-respondents. Supervises quality of data enfry staff.

Coding Supervisor (0.02FTE)
Reportsto the Project Manager. Responsible for coordination and scheduling of all data entry

and coding staff, as well as preliminary cleaning of final data base. -

3. Rural Health Office / University of Arizona

Jennv Chone, Ph.D.. MIS Studv Director (.40 FTE)
Coordinates the RHO Team and support staff to ensure that RHO contract deliverables are
submitted and to ensure overall accomplishment of objectives of the TOPPS II Study. ’

REOResearch Soecialist Senior (1.5 FTE)

Designs and implements data match algorithms for the Integrative Study per the
specifications of the MIS Study Director and the biostatistical consultant. This time-consuming task
includes responsibility for trouble-shooting matches, assisting in the design of algorithmic logic and
programming and processing of VAX data files. -

3. RHO Research Coordinator (25 FTE)
Responsible for the acquisition and preparing of pertinent data sets to be used in the MIS
Studies, including cleaning, streamlining and specialized coding of large data sets.

The roles of all staff, together with estimated labor hours allocated by task are presented at
the end of this document in Appendix 6.
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Kenneth Minkofs, M.D.

Dr. Minkof is the Director of Integrated Psychiaric and Addiction Services for Arpour
Health System, Medical Director.of Choate Health Management, and Medical Director
of Arbour-Fuller Hospital Heis a boar ~certified psychiairist with ceriificais of
additonal auahncahons in Addiction Psychiatry, and is a nationally known expert on
dual diagnosis and integration of mentzl hezlth and substanca disorder services. He
has authored and ed 112:1 numerous works, including “Dual Diagnosis of Sery rious
Menil Tlness and Subsiance Disorder”, which he co-zdited wwth Robert Drake, M.D.

r. Minkof is also Chair of the Center for Mental Fealth Services Public Managed Cars
]_nmaﬁves Fanel on Co-occurzing Psychiairic and Su bstance Discrders, a member of the
board of the American Assocation of Communily Psychiatrisss, the Dual D Dizgnosis
Committze of AACF, and is a past member of the APA Commitiee ox the Cm'o*ucﬂly
Mentally Tl He is an experienced psychiatric adminisiator in outpatient and Inpatient

settings, and has developed considerable expertise in aevaomng public and private

managed care systems. With David Pollack, M.D., he is co-2ditor of Manaced Menizl
Fealth Care in the Public Sector - A Survival Manual, published in 1997, Areas of
consultation experise inciude: psychiairic znd addicdon intsgraton, managad care
systems development, quality manage::te.... Dnys:c_.- management, confracting and
reimbursement, umz:«;auon ma—xavnﬂcnf: and levels of Care assessment, hosmd

altsrnatives for mentzl hezith, and sabsiancz apusa.




PREESONAL DATA

Name: Keapsth Minko
Addrass: 12 Jefiezson Drvz

Acton, MA 01720
Home Telephone: (508) 263-6895
Mziling Address: Chozte Hezlth Sysiems, Inc.
23 Warmrea Aveaue
Woburn, MA 01801
(617) 9336700
FAX: (617) 933-911¢
E Mail: KMINKOV @ AOL.Com

Dat= of Birth: Dec=mber 26, 1543

Place of Birth: Beooklyn, NY .

EDUCATION

Sept. 1964 - June 1983 Ezrvard College, Czmbridge, MA
' A B Magna Curg Lande- Physics- June 1963
eot. 1568 - June 1958 Earvard Univessity, Cambridge, MA
Grzduzte School of Arts and Sciences
Pre-Med Special Smdent

®

Sept. 1969 - Dec. 1672 Univezsity of Pennsylveniz, Philadelshiz PA
School of Mcdicine
M.D. - Dezsmper 1972

POSTDOCTORAL TRAINING

Jan. 1873 - June 1973 Crzdrr=tz Hospitz! - Universiy of Peansylveniz
Phiizdelpma, PA

Medical Inrensinip

July 1973 - Dez. 1973 Univessity of Sza Dizzo Counzy
San Diege, CA

Deosebiore [nsament
DSyCllEhne Inmsuid

Tuly 1973 - June 1976 University of Caiiforaia, Saz Diega
Demarmet of Psvchizm

| Piasxiyresient M

3 )
5 et Tt ,
O3y CTRISTIC N ISIOCETY

-



1876 Massachusans Licoase £ 39467
1996 Mazaine Liczase £ 014352
Ocrober 1577 Board Ceiified in Psychiamy

Americzan Board of Psychizry and Neurology

July 1895 - Cerafieziz of Addional Qualifjcatons:
Addicdon Psychiamy

ACADEMIC APPQINTMENTS

1976 - 1993 Clinical Inszuctor m Psychizmy
Cambridge Hosgita! Degarament of Psychiany
Ezrverd Medicz! Scaool

1894-Present Clinical Assiszznt Professor of Psychizes
Czmbridge Hospiml Deparmment of Psychiamy
Ezrvard Medica! Schooi

EQSPITAT, APPOINTMENTS

1876 - Cambrdge Eospitz!
Courizsy SizF in Psychizry

1573 - 1584 Cenmzl Hespirz!

Couriesy Sz n Psychizny

1580 - 1984 Somerville Zospital ;
Couriesy Stz m Psychiazy

1984 -1990 Chozte-Symmes Health Services, Inc.
Chief of Psychiarmy

1885 -1992 Mezopolitan Stzze Bosoie!
Cousiesy S 1n Psychzmy -

Q- Chroate Eezlth Systems, Inc.
Chief of Psychiamy (1955-1395)

fa » . o -
1890 - Winchester Eospiezl
Coustesy S&== m Psychizny
Chial of Psychizmy (1990-1994)

Saints Memoriz! Eosoil

Couriesy ST in Psyciizmy
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1TOSPTTAL COMMITIEES

1984-1990 Chozie-Symmes Medica! Executive Comminas
1990 - ' Chozte Fealth Systems, Inc.

Credentials Commities
Quelity Assurence Commifies
Utlization Review Commizes

MEMBERSHIPS AND PROFESSIONAT, SOCTETTES

1878 APA AD HOC Commites on the
Chronic Meatai Pagent

1985 - Group for the Advencsment of Psychiany
Commines on Psycaiztry 2nd The Cemmuniry
Commites Chairman (1988-1993)

1984 - Masszchusans Psychiatric Society .
Coromitizs of f Psychiztic Unit Dirsciors (1984-1994)

1984 - Americzn Psychizmic Associzzion
Commires on Chromic Mezrzlly I (1989-1991; 1693-199¢)

193¢ - Amedczn Associztion of Community Psychiziiss
Baozrd of Diractors (1990-)

1589-1992 Americen Associztion of General Hospital Psychiziisis
1992 - Americen —.s.:acazon of Psychiziss

Duzl Dizgnosis Commines (1995 -)

1993-1654 .mesican Hospitl Associzlion
Sezdon for Psychizzry and Subsizncs Abuse, Governing Council

1995 - 1957 Americen College of § syc:u‘*s:_

1996 - SL‘LUSL:HC-. Disorder Advisory Cotmeil, Nztozal Council of
Community Menz=! Health Canres

1996 - Clinical Advisory Commmines,

Masszehvsans Beravioral Hezlth Parmershin
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PROVESSIONAL EXPERTESCE
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July 1976 - June 1978 Tide:
Description:
June 1978 - April 1984 Tide:
Descriptior:
May 1984 - June 1990 Tide:
-Desctiption:
' .
June 1990 - De< 1995 Tide:
Description:

Mediczl Direzior
Day Treamest Cenier

Somerville Mental Bealth Clinic

forling it ireztor of Day

Worﬂ‘_? with the .Df_c“or of Dey Center, an
occupationzl thewapisz, I was resgonsivle  for
edminiszedon, coordinztion, clinjeal Surervision. znd

case mznagement in 2 fulb-time day Teegman: Prog—em

with forty clients and eleven sz

Clinic Director
Somerviile frfental Fealth Clinic

JFuncaonedas the Clinical 2nd - Adminiszztive Dir=czor

of a}arg: communicy mearz! hezlrh clinic{itiy swf)
serving adults 2nd childreq in 2 working-zlass ciry,
Resporsible for climicel - leadesshin - program
developmenr, budgadne, FRa-wrinng, sz .lra;.-n;;
and supervision, personce! manacement program )
evaluzdor, and working with the com{z.;.iry-Bcard
of Direciorz.

Chief of Psychiatry -
Chozate-Svmmes Bealth Servicss. Ine.

Responsidie for management ané coordinztion of
psyc}u:zfsc z:_m _aadzgnon inpatient unit, emergancy
SETYICSS, 2002CTI0R day Te2Tment, coosuitetion an
Ii;?_son_, ad cutpatient services;  as wel] zc
coordinztion With other private and pubiic providess
1n czichment ares.

n.

Chief of Psyciiziic Servicss
Choztz Haalth Svstems. Tne.

Direcding clmeal srilc:s ma fFeesmnding psychiaric
hespizzi,  Responsiple  for mEmagement  and

e o L L TenAgtmem an
coordinznoa of psyciiatic and addicion inperient umiz,

Respitz Sevicss, Psychizzic Day Trezmeny,

Emergemey Servicss, Addicien Day Trezsment

aliiail

consultznion 2nd lizison, 2nd outpaiieat semdicas as
well 25 coordinetion With other privaie and punlic

providess 'z czithment zres,

n
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J Tide: {cdical Direcior
Jaz. 1996 - Lide: Medical Dize T
Choszte Intesrated Bahavigra] Care

Descaiption: Company-wide Medical Director of -
) 'D'L"‘Ld'D’IV"-"'L_.."‘“_E_W. Dsych and addicsion m

nziopal

-racpv-..
care orientzd provides system. Respansibie for overzl]

Q’U:l"'y cchancement, sizndards, clinical bolicies and

procedures, znd watning: recoirianent and supervision

of ] 3_70 Medical DL::::O'S, and comsultzden to

\.__on:_' Direcors and Progrzm Direciors in over 20
inpadieat zad ourpeiient programs and/or provider
neTwOrks. ’




MAJOR PRESENTATIONS 1988 -

1634,

T
featal [linecs

Over 100 pres=zrztons on Dual Diagnosis of
other topics inciuding:

= and Substancs Disord

(D
kX
=2
&

various

l

-"Paradoxes in Trzining Residemss 10 Trezt Schizophreniz”
«"Beyond Deinsttuiionaizztion”
-"Young Adult Chronic Paticas”
«"Parzdoxes in Traiming Resideats 1o Treat Sciizophreniz”
."A Family Affir J.m_mrg Professionzls to Work with Families

."Helping Femilies of the Meazlly II"

MAJOR PRESENTATIONS 1995:

January 19835

February 1995

February 1995

March 1995

Dual Dizgnosis
St Pc::::au:; F4

Dual Dia__osis ' ;
Commimiry Hezlta Living
Worcsster, MA,

Dual Dizgnosis
American Associzion of Community Psychiamists
Pmehurst, NC

Duzl Diagnosis

Saints Memoriz! Hespieal
Lowell M4

Dual Diagzosis

PME/DPE Conferzace
Andover, MA

Public Sector Manzged Care

Whiie Plams, NY

Dual Diagnosis
Chzmpzien, IL

Dual Dizsnosis
Mermowest Medical Cantar

Natdek, MA

Duzl Diagacsis
Los Angeles County ME/S2
Los Angeles CA

Duzl Dizgnesis
Norih Essex Menmzi Ee
Ezvediil MA

Alrh el
220 e

Dua!l Diagnasis
Massachnseas Clubhouss Ceziition
Northboro, M4



Aprii 1995

June 1995

Duazl Dizgnesis
D.ME. Eomeless Tezm
Boston, MA

Dual Dizgnosis
Medfield Sizte 2
Medfeld MA

aspizz!

Duszl Diagnosis
ArntiCare Hospiz!
Ly, MA

Duazl Diagnesis
Addison Giibert Hospizal
Cloucssier, MA

Dual Dizgnosis
Northeast Family Insdmute
Vezmont

" Dual Diagnosis

Choate Conference
Burlingron, Yermont

Du._. Dizgnosis
A

APA Confecence
Mzt FL

Duzl Dizgnesis
{APSRS Confarzace

Boswon, MA
Dual Dizgnosis

DME/DPE Conferznce
Andover, MA

Dual Dizenosis
Cape Ced DME.
Eyannis MA

Managzd Care Syste= Consuliznen

Des Moines, lowz

Duz!l Diagnosis
2thems (Geerziz) CMEC.

Dual Dizgnesis
V eterzns Netionzl Confareac:

San Diegs, CA

Bubiic Seczar Marzgad Care
Y 2rmont



Octocer 1695

Ociober 1995
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ARBOUR PULLER
HOSPITAL

A Division Of Arbour Health System

May 18, 1998
Michael Franzak

via fax: 602-533-2042

Thank you for sharing information about your Dual Diagnosis Committze Action Grant
Proposal. Iwould 'be very interested in participating as a consultant if the proposal
gets funded.

Atached is my carriculum vitae as requested. -

Smcare.y,

Kanneth Minkoff, MLD.
Medical Direcior

K/
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Michae! Franczzk

Arizona Desarmmernt of Health Services
Division of Behavioral Hezlth Services
2122 East Highland

Phoenix, Arizena 85016

Dezr Mr. Franczke

| am haopy to provide this letter of supgortior the Iregrazed Subsmnce Abuse / Menl Hesith
Community Acion Grart. | had the opporiunity o cbsarve the tremendous enthusiasm generated
during the recert training offered by the GAINS Certer, and | fee! that your proposal has tremendous
potential 1o improve the fives of Arizonans who zre diagnosed with co-cccurring discrders. | will be
happy 1o serve as a program Consuitant 10 this project, providing advice on program design and
implementzion issues. ‘

| believe tha my experiences in this arez will allow me 10 be of signiicart use to this project. As yéu
Gn se= from my aached curriculum vitce, | direcied e forensic and correctional mental hezith
system for the Stzte of New York for mere than 2 deczde, and also served as New York Size’s Acing
Commissicner of Mentzl Hezith. In additon, | have served zs @ meral hezlth and aiming jusica

" consultantto sme, loc, federdl, and provindal governmental agendes in more than thiry sezes and

Canada. This experence has gllowed me to se z large number of difierent 2sprozdies to mesting
the needs of persons with co-ceaurring cisorders and the communides in which they live.

Thank you for invalving me in this project. | lock forweard to hearing rom yeu,
Sincarely,

N\ i~ 13 (\{ —
g

Joet A. Dvesin, Ph.D., AB.P.P.



Dual Diagnosis Staff Capacity Analysis

ADHS/DBHS

Consensus Pane] training and activities, however 10 existing program staff have the

‘required expertise for implementation, technjcal assistance and monitoring of RHBA
service systems for patients with Co-occurring disorders, 5

Outside Professional Expertise -

Consultants in Co-O;curring Disorders: Thres national experts in dual diagnosis
treatment are currently contracted with ADHS/DBHS to support the work of the

Consultants in Outcome Measurement for Co-Occurn'ng Disorders: The TOPPS
project is a three-year- grant ending in October 2001. Nationa] consultants in design of
performance measures for integrated treatment are available to ADHS/DBHS throughout

this period and supplement internal DBHS Quality Management Burean expertise.

Staff Capacity Assessment

Sufficient outside expertise is currently available or can be supplemented to assist in the
design of best practice models and clinical care standards for CO-OCCurTing treatment.
Internal staff expertise is limjted to the Bureau Chief positions. Activities necessary to
fully Implement integrated treatment include development of Jeve] of care authorization
Dackages, training and technica] assistance support to RBHAs, providers and case
Managers, and the development of quality IOnitoring systems (such as specialized case
file review procedures). These initiatives wij] Tequire substantia] resources for
Eoplementation arid maintepance of the system. The addition of one co-fimded position

W cctly focused on Integration activities would greatly facilitate the process and ensure

ntinuous attention to quality. In addition, if second year grant funding is pot
“Torthcoming, additional consultation time may be necessary.

&l
N
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residential programs in collaboration with 57 counties and New York Ciry.

August, 1983 - March 1995

Associate Commissioner for Forensic Services, New York State Office of Mental Health.
Duties: Direct Bureau of Foreasic Services (ses below).

November, 1984 - Angust, 1988 .
Director, Burean of Forensic Services, New York Stzte Office of Menta] Health,
Duties: Line authority for inpatient services at thres large forensic hospitals and two
regional forensic units, including services to civil, forensic and correctional patents; line
authority for all mental health services in New York Siate prisons; responsibility for
Innovative commmity forensic programs including suicide preveation in Iocal Jails,

police
mental health training, and mental heaith alternatives to ncarcerzdon.
_ Deczmber, 1984 - July, 1985
. Acting Executive Director, Kirby Forensic Psychiamic Center
C/ - Duties: Founding C.E.O. for new magmum securnity forensic psychiatic hospital in
3 N.Y.C -
o - -\

i
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cting Director, Offce of Mental Health, Virginia Department of Mental Health and
fental Retardation (held concurrently with permanent position as Director of Forensic
ervices).

yuties: Supervision of budget and certification of all community mental health programs
-atewide; statewide policy developmént in all program areas related to mental health;
wecutive Secretary t0 Virginia Mental Health Advisory Council.

' jvember, 1984

Yirector of Forensic Services, Virginia Depariment of Mental Health and Menral
2etardation. . '
Yuties: Design and coordination of statewide delivery system of institutional and
.ommunity treatment and evaluation of forensic patients; management of the contract for
he University of Virginia Tnstitate of Law, Psychiatry and Public Policy; deparimental

' iaison to Virginia Dept. of Corrections and other criminzl justice agencies; develop

statewide plan for delivery of mental health services to D.O.C. inmates; siatewide Task
Zorce on Mental Health Services in Local Jails.

. July, 1983
P ologist I, Arizona Correctional Training Center, Tucson, Arizona.
D - Supervision of psychology deparmment; direct clinical tredrment and evaluation
Tuly, 1982

Acting Inmate Management Admimistrator, Arizona State Prison Complex, Fioreacs,
Arizona. .

Duties: Direct supervision of inmate records office; inmate classification and
movement; correctional program (counseling) services; psychology department; hiring of
all new correctional officers. (NOTE: During this period, I also maintained all duties of
my permanent positioﬁ as Psychologist I (below).

1 - July, 1982
Psychologist L, Arizona State Prison Complex, Floreace, Arizona.

Duties: Supervision of Psychology Deparmment for complex consistng of five pﬁsans§
direct clinical treatment and evaluation services.

© 980 - October, 1981

Psychology Associate II, Arizona State Prison Complex, Florence, Arizona.
Duties: Direct clinical treatment znd evaluation servicss. .

) - November, 1530
hological consultant to the Massachusetts Depariment of Correction.
(' “Xes: Consultation to Director of Health Servicss; direct clinical trezmment and
. 3arion services at Walpole and Noriolk State Prisons.

R
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WS
{  mber, 1930
sycnologist - Tri-Cities Community Mental Health Center, Malden, Massachusets.

© August, 1980

re-Doctoral Intern in Clinical Psychology, McLean Hospital, Belmont, Massachusetts;
.d Fellow in Clinical and Forensic Psychology, Harvard Medical School, Cambridge,

| {assachusetss, and Bridgewater (Massachusetts) State Hospiral.

sychology Extern, Pima County (Arizona) Superior Court Clinic.

sychology Extern, Palo Verde Hospital, Tucson, Arizona.

~ isychology Exterr, Arizona Youth Center (now Catalina Mountain School), Tucson,
- \rizopa.

Jational Insttte of Mental Health Trames.

Tnited States Peace Corps Voluntest, Senegal, West Affica.

| l.h,s Carolinz Basketball School, Chapel Hill, N.C. (1-3 wesks each summez).

{

| ~ONSULTATION CLIENTS:

nment - .

. National Instinute of Mental Health

United States Secret Service

" United States Department of Justce, Civil Righs Division

National Instimte of Justice
National Insdtrte of Corrections
a2l Govermmests -
Alabama Hawail New Jersey Utah
 Arizona Tihmois New Mexgco Vermont
' Arkansas Keamcky New York . Virginia
~ Califorma Maine Ohio Washineton
' Connecticut Maryland Pennsylvania West Virginia
Delaware Massachuseits Puerto Rico Wﬂ;oming
Dismict of Columbia  Michigan South Carolinz T
Flggda Missouri Tennesse:
& 1 Nebraska Texas

Ina
(2 |
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" International -

Province of Ontario
Correctional Service of Canada

_ Province of British Columbia

Professional Organizations -
American Psychiatric Association - Committes on Correctional Psychiatry (Consultant)

American Correctional Association
Arizona Bar Association

Selected Corporate Clients -

(.- -

American Express
Boise Cascade
" Borden Foods
Chase Manhattan Bank
Corning Glass
Johnson and Johnson
Kraft Foods
Levi Strauss
Macy’s
Motorola
National Basketball Players Association
National Basketball Association
National Semiconductor
Nationwide Insurance
Nordstrom’s
Oracle Corporation
Pillsbury
Sony Corporation
' State Farm Insurance
3-M Corporation
Warner Lambert Pharmaceuticals

BOARD MEMBERSHIPS:

Editorial Boards

Ceo

Advisory Board

Member

PAGE 5

Bulletin of the American Aczdemv of Psvchiatrv and the Law

Journal of Mental Health Adminisazrion

Behavioral Sciencss and the Law

Tournal of Aeeression. Maltrestment. and Trauma

Research Advisory Board United States Secret Servics

Natonal Cznter for State Courts, Insdurte on Menral Disability and the Law

White House Panel on the Fumure of Affican-American Malés - 1993
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LICENSE

Arizona Board of Psychologist Examiners, License #0951

PUBLICATIONS:

Dvoskin, Joel A. (1998)
Preventing Violence. The Journal of the California Alliance for the Mentallv Il Vol. 9, No. 1

Coggins MH, Pynchon MR, and Dvoskin JA. (1998)
Integrating Research and Practice in Federal Law Enforcement: Secret Service Applications of
Behavioral Science and Clinical Expertise to Protect the President. Behavioral Sciences and the
Law. Vol 16, No. 1.

Dvoskir, Joel A. and Patterson, Raymond F. (1998)
Administration of Treatment Programs for Offenders with Menral lllness. Tn Wemstein, Robert M
(Editor), Treatment of the Mentallv Disordered Offender. New York: Guilford Press. -

Dvoskin, Davidman, Ferster, Miller, Montenegro, and Moody (1997)
Should Psychologists Unionize? A Colloquy with Labor and Manzagement Experts. Profession
Psvcholoov: Research and Practice. Vol 28, No. 5.

© Dvoskin, Joel A. (1997)

(:3

Sticks and Stones: The Abuse of Psychiatric Diagnosis in Prisons. The Journal of the California
Alliance for the Mentallv 11l Volume 3, No. 1. -

Dvoskin, J oel‘ A, Massaro, Jackie, Nemey, Michael, and Harp, Howie T. (1995)
Safetv Trainine for Mental Health Workers in the Community. Albany: New York State Office of
Mental Health and The Information Exchange.

Dvoskin, Joel A, Petrila, John and Stark-Riemer, Steven (1593) _
Application of the Professional Judgment Rule to Prison Mental Health Mental and Phvsical
Disabilitv Law Regorter. Vol 19, No. 1 -

Dvoskin, Joel A., McCormick, C. Terence and Cox, Jucith (19%4)
Services for Paroless with Serious Mental Ilness. Topics m Communitv Corrections. 1994: 14-20

Dvoskin, Joel A. and Horn, Mardn F. (1994)
Parole Mental Health Evaluations. Communitv Corrections Report July/Augnst 1964

Dvoskin, Joel A. 2nd Steadman, Henry J. (1994)
Using Intensive Case Management to Reduce Violencs by Mentally 01 Persons in the Communitv
Hosoital and Community Psvchiamy. Vol 43, No. 7. Pp. 679-63<. )




